Exercise after an injurious fall: the views of older men and women on exercise and participating in a self-managed falls prevention program by Woodward, Lynda Marie
  
 
 
 
Exercise after an injurious fall: the views of older men and women on exercise and 
participating in a self-managed falls prevention program 
 
 
 
 
 
 
Lynda Marie Woodward 
B Physiotherapy 
B Sc (Biotechnology) (Honours) 
 
 
Thesis submitted to fulfil requirements for the degree of  
Master of Applied Science - Research 
 
Faculty of Health Sciences 
The University of Sydney 
2020 
  
ii 
 
Statement of Authorship and Declaration of Originality 
I, Lynda Woodward, hereby declare that the content of this thesis is my own work and that it 
has not been submitted for any other degree. I declare that any external information sourced 
for this thesis has been appropriately acknowledged. 
 
Lynda Marie Woodward 
20th August 2019 
 
 
Supervisor’s Declaration 
This is to certify that the thesis entitled “Exercise after an injurious fall: the views of older 
men and women on exercise and participating in a self-managed falls prevention program” 
was submitted by Lynda Woodward in fulfilment of the requirements for the degree of 
Master of Applied Science - Research and is in a form ready for examination. This thesis 
does not exceed the word count prescribed. 
 
Prof. Lindy Clemson 
Professor in Ageing and Occupational Therapy 
Faculty of Health Sciences 
University of Sydney 
20th August 2019 
  
iii 
 
Abstract 
Introduction: The prevalence of injurious falls in the older population continues due to the 
ageing population and increased life expectancy, especially in men. Research has found that 
long-term multifaceted falls prevention programs reduce the rate of falls in older people. We 
completed a quantitative secondary analysis showing the scope of differences in functional 
outcomes of men and women after hip fracture. Our systematic review on qualitative research 
showed women participating in exercise after an injurious fall, reported the importance of 
self-perception, isolation, vulnerability and awareness. 
Aim: Primarily to identify perspectives of older people on exercise and a long-term self-
managed falls prevention program. Secondary, to identify differences between men and 
women and perspectives on injurious falls and recovery. 
Method: A total of 26 participants in the intervention group of the RESTORE trial were each 
interviewed twice - at the beginning and at the end of the trial. This qualitative study used 
thematic analysis with a realist approach incorporating constructivism. 
Results: Findings highlighted the importance of exercising, adaptability, and the need for 
exercises to perceived as achievable, beneficial and routine. Men and women were motivated 
by different factors when recovering, as well as responding differently in a group setting. 
During early recovery post fall, treatment pathways did not align with original expectations, 
falling was seen as a circumstance of luck and there was a need to clarify cautiousness rather 
than fear. 
Discussion: This study aligned with and informed current research, by equating findings with 
independence, motivation and adherence, and the perceptions of risk, ownership and 
empowerment. 
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Conclusion: By implementing ways to encourage independence, respect perceptions of risk 
and understand how participants are empowered and apply ownership, attendance and 
adherence to falls prevention programs may be improved.  
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Chapter 1: Introduction 
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Falls occur in around 30% of people over the age of 65 each year, with multiple intrinsic and 
extrinsic risk factors contributing to falling in this older population (Dellinger, 2017). With 
the ageing population and life expectancies increasing, the financial impact of falling on 
communities is increasing (United Nations, 2017). Falls have both a physical and 
psychological impact on older people, with resulting hip fractures being the most common in 
people over the age of 70 (Court-Brown, Clement, Duckworth, Biant, & McQueen, 2017). 
With fear of falling (McKee et al., 2002), task avoidance (Zijlstra et al., 2007), dependency 
(Huang & Acton, 2009), and loss of confidence (Sleney et al., 2013) being psychological 
consequences of falling. 
Falls prevention programs have been shown to be a vital component in reducing falls rate and 
minimising the risk of falling in people over the age of 60 (Hopewell et al., 2018). Falls 
prevention programs that are most advantageous include exercise, falls prevention education, 
and a review of falls risk factors (Hopewell et al., 2018; Sherrington & Tiedemann, 2015). To 
be most effective in reducing falls rates, exercises need to include strengthening, balance, 
postural, a walking program, and be completed at minimum twice per week for 25 weeks 
(Sherrington et al., 2008).  
There are conflicting findings on whether older men and women respond differently to 
exercise. As a result, I undertook a secondary analysis to further add to current findings in 
this area. This published paper was aimed to form part of the background for my thesis, 
Section 2.2.3: Falls prevention programs and exercise outcomes for older men and women. 
We found that at certain stages of testing, men performed better in knee extensor strength and 
coordinated stability compared with women, however, were confounded when considering 
body weight, cognition and age (Woodward et al., 2014). 
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It is known that falls prevention programs are successful at reducing the rate and risk of falls. 
However, they are only effective if they inform the preferences of those older people 
attending (McInnes & Askie, 2004). Therefore, it is important to understand what older 
people think about these programs and to understand their experiences. In order to enlighten 
and understand the experience, the use of qualitative research is essential (Silverman, 2010). 
Recent studies have shown that risk perception (McInnes, Seers, & Tutton, 2011), attitudes 
(Yardley, Bishop, et al., 2006) and self-ideologies, including independence, self-efficacy and 
identity (McMahon, Talley, & Wyman, 2011), are important factors to understand how older 
people experience these programs. 
There is a relatively small amount of qualitative research into perceptions of falls prevention 
programs, and even less describing the perceptions of older people attending a long-term falls 
prevention program after sustaining a lower limb fracture caused by a fall. This was shown in 
the second paper presented in my thesis, Section 2.4: The perception of older people on 
exercise and falls prevention programs after having a fall-related lower limb fracture – 
literature review. This literature search showed that a multidisciplinary approach, self-
perception, self-awareness and vulnerability all impacted attendance to falls prevention 
programs (Woodward L, 2011). 
Despite what is currently known in the field of falls prevention after an injurious fall, there 
are still pertinent questions. My study asked: why, despite multifaceted falls prevention 
programs, do falls continue at a high rate? Could this be due to differences between programs 
and participant perceptions? Are older people not willing to participate in certain falls 
prevention programs, if so, why? And do men and women differ in how they participate in 
falls prevention programs and exercise? 
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My thesis primarily aimed to identify older people’s perceptions on exercise and falls 
prevention programs after having sustained a lower limb fracture from a fall; and secondary, 
to further understand the experience of having an injurious fall and the recovery process for 
both older men and women. 
Chapter 2: Background is an in-depth overview of the topics highlighted above. Information 
presented here was produced from literature searches which followed specific search criteria 
but is not intended as a literature review. A literature review is included in Section 2.4: The 
perception of older people on exercise and falls prevention programs after having a fall-
related lower limb fracture – literature review. The references of this Chapter are within 
Chapter 2: Background – Section 2.6: References for Chapter 1 and Chapter 2, as the 
references in this chapter are encompassed in Chapter 2. 
My study is qualitative research in health utilising thematic analysis. The theoretical 
considerations of my study were formed by the research questions outlined, as well as my 
professional experiences as a clinical physiotherapist, for which I was involved in the 
rehabilitation stage of older patients that had an injurious fall. I took a realist approach to 
reflect on the reality of the participants’ experience, along with a constructivist approach to 
identify ideals at societal level. Analysis was inductive with coding derived from the data. 
Themes were produced using a six-phase thematic analysis approach based on work by 
Boyatzis (1998), Braun and Clarke (2006), Clarke and Braun (2014), and Braun and Clarke 
(2012). 
Semi-structured interviews were conducted on 33 people over the age of 60 that had a recent 
lower limb fracture due to a fall. Lower limb fractures included femur, patella, tibia, fibula, 
tarsals, metatarsal, and phalanges for which all acute follow-up treatment had been 
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completed. Participants were part of the intervention group of a larger study, titled the 
RESTORE trial, in which they received a 12-month self-managed exercise program along 
with the Stepping On program. Participants lived in the community and were without 
cognitive deficits or progressive neurological diseases. They were able to mobilise 
independently with or without a mobility aid. 
Interviews were conducted on commencing the RESTORE trial (initial interview) and then 
12-months later, on conclusion of the RESTORE trial (final interview). The initial interviews 
were aimed at discovering the experience of falling, acute treatment of the fracture, and 
recovery. Compared with the final interviews which focused on the experience of the 
RESTORE trial and exercise management. Interviews were recorded and transcribed 
verbatim for the thematic analysis process. Two sets of interviews were included in my study 
as we originally intended to complete a longitudinal analysis of the experience of exercises 
and whether the participation in the RESTORE trial impacted on these views. However, no 
longitudinal data emerged with the final interview proving more explicit to the primary aims 
of my study, with secondary aims and themes emerging from the initial interviews. A pilot 
interview was not completed as recruitment for the RESTORE trial was underway. It was the 
opinion that the first three interviews would be used to review and adjust interview questions 
rather than a specific pilot interview. 
My involvement as a research physiotherapist on the RESTORE trial was disclosed and made 
aware throughout all stages of my study. I was aware that my involvement in the RESTORE 
trial may influence interviews, participant disclosure of information, and results of my study. 
Furthermore, as a clinical physiotherapist my knowledge and expectations of exercise may 
have further influenced results of my study. My complete study design, recruitment 
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procedure, data collection and conflict of interest and reflexivity are presented in Chapter 3: 
Method.  
Six themes addressing my primary aims, along with three themes addressing my secondary 
aims emerged from the thematic analysis and are presented in Section 4: Results. From 
which, discussions of independence, motivation and adherence, and perceptions of risk, 
ownerships and empowerment are presented in Chapter 5: Discussion and Conclusion. 
The overall aim of my study was to enhance current knowledge in understanding how certain 
older people manage falls prevention programs and what they consider important features of 
exercises for long term continuation.  
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Chapter 2: Background 
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This chapter – Chapter 2: Background – provides an in-depth overview of the topics 
highlighted in Chapter 1: Introduction, which are relevant to the overall thesis. However, this 
chapter is not intended as a literature review, except for Section 2.4: The perception of older 
people on exercise and falls prevention programs after having a fall-related lower limb 
fracture – literature review. When undertaken searches for each of the areas in this chapter, 
specific search strategies were adhered to, including the use of the following databases: 
Medline, CINAHL, PEDro, AMED, SPORTDiscus, Scopus, Web of Science, PsycINFO, 
Cochrane Library, Cochrane Database via Ovid SP, Pubmed, and various Government Health 
sites, including New South Wales (Australia), Australian Government, Centers for Disease 
Control and Prevention (CDC), The United Nations, and The World Health Organisation 
(WHO). 
2.1: FALLING AND THE CONSEQUENCES OF INJURIOUS FALLS 
2.1.1: What is a Fall? 
“The unintentional coming to the ground or some lower level and other than 
as a consequence of sustaining a violent blow, loss of consciousness, sudden 
onset or paralysis as in stroke or an epileptic seizure” 
- The Kellogg International Working Group on the 
Prevention of Falls in the Elderly  
(Gibson, Andres, Isaaca, Radebaugh, & Worm-Petersen, 1987) 
To understand the consequences of falling in the older population, the meaning of a “fall” 
must first be defined. The quote above from Gibson et al. (1987) was the first recognised 
definition of a fall which was constructed by the Kellogg International Working Group on the 
Prevention of Falls in the Elderly in 1987. Since then, this definition has been simplified by 
the World Health Organisation (WHO) during the WHO Technical Meeting on Falls 
Prevention in Older Age in 2007, then later published in “WHO Global Report on Falls 
9 
 
Prevention in Older Age” by the Department of Ageing and Life Course (WHO) as directed 
by Kalache, Fu, and Yoshida (2008): 
“Inadvertently coming to rest on the ground, floor or other lower level, 
excluding intentional change in position to rest in furniture, wall or other 
objects” 
- WHO Global Report on Falls Prevention in Older Age (2008) 
2.1.2: Risk factors of falls 
There are numerous risk factors of falls, being either intrinsic or extrinsic (Dellinger, 2017). 
Intrinsic factors are those within the body, whilst extrinsic factors are those that are 
environmental or external to the body. 
One of the major intrinsic risk factors of falls is ageing. It has been documented for almost 
the past half century that just over 30% of people over the age of 65 years will fall each year 
(Campbell, Reinken, Allan, & Martinez, 1981; Dellinger, 2017; Tinetti, Speechley, & Ginter, 
1988). The earliest study, cited here, to show this rate of falls was Campbell et al. (1981), 
who found that 34% of people over the age of 65 years had a least one fall within a year, 
increasing to 45% for those aged between 80 to 89 years, and a further increase to 56% for 
those aged between 90 to 99 years. In support of this, Tinetti et al. (1988) reported that 32% 
of people in their study fell over the course of the 12-months, with 46% falling once, 29% 
falling twice, and 25% falling three times or more. This statistic that one in three people over 
the age of 65 years will fall each year continues to be cited throughout falls literature 
(Ambrose, Paul, & Hausdorff, 2013; Stevens, Corso, Finkelstein, & Miller, 2006) and 
government documents on falling (Bradley & Harrison, 2007), with support from recent 
literature, including a study by Lord, Ward, Williams, and Anstey (1993) and another by 
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Morris et al. (2004). In this study, Lord et al. (1993) included women over 65 years old who 
lived in the community. From their structured interviews on 704 women, they showed that 
239 of these women had at least one fall, which equated to 33.9% of the participants. 
Likewise, Morris et al. (2004) study included men and women aged 65 years and over, 
showing that 29% of community dwelling Australian residents will fall within a 12-month 
duration. 
Co-morbidities and chronic disease, including neurological disorders, diabetes, arthritis and 
cardiovascular disease are intrinsic factors linked with higher falls rates (Lawlor, Patel, & 
Ebrahim, 2003; Tinetti, Doucette, Claus, & Marottoli, 1995). Tinetti et al. (1995) found that 
poor cognitive function was linked with more severe injuries after falling and that two or 
more chronic illnesses lead to an increase in falls. Along with a decline in cognition, declines 
in executive functioning have led to higher falls rates (Gleason, Gangnon, Fischer, & 
Mahoney, 2009; Herman, Mirelman, Giladi, Schweiger, & Hausdorff, 2010; Tinetti et al., 
1995). 
Vestibular dysfunction and dizziness can cause an increased risk of falling, with these factors 
being more common with older age (O'Loughlin, Robitaille, Boivin, & Suissa, 1993; 
Sturnieks, St George, & Lord, 2008). Similarly, poor vision, such as cataracts, decline in 
visual acuity, and poor contrast sensitivity are all visual risk factor of falling (Ivers, 
Cumming, Mitchell, & Attebo, 1998; Sturnieks et al., 2008). 
Certain medications, commonly cardiac medication, and polypharmacy, five or more 
medications have been linked with increased falls rates (O'Loughlin et al., 1993; Wickham, 
Margetts, Cooper, & Barker, 1989). Along with alcohol intake (O'Loughlin et al., 1993) and 
insufficient nutrition leading to low body mass (Tinetti et al., 1995). 
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The final intrinsic risk factor to be discussed relate to physical function. These include 
inactivity such as bed rest and low activity levels (O'Loughlin et al., 1993), reduced mobility, 
declines in balance, and lower limb weakness (Hinman, 1998; O'Loughlin et al., 1993; 
Sturnieks et al., 2008; Tinetti et al., 1995). Also urgency incontinence which can often be 
attributed to poor mobility as the person will often comment that they are unable to reach the 
toilet in time, or alternately, the person “rushing” to the bathroom causing falls (Brown et al., 
2000). 
There are mixed reports as to whether being female is another intrinsic risk factor of falling. 
Some have found that women have a higher incidence of falling compared to men 
(Johansson, Nordström, & Nordström, 2016), where others have reported that there is no 
difference between the rate of falling between men and women (Campbell et al., 1990; 
Tinetti et al., 1995). It was found that men are more likely to slip, compared to women 
tending to trip (Berg, Alessio, Mills, & Tong, 1997; Timsina et al., 2017). In addition, one 
study found that women had a higher level of variability in their gait patterns compared to 
men, which was indicative of an increased risk of falling (Johansson et al., 2016). In a study 
by Gale, Cooper, and Aihie Sayer (2016), they found that there are specific risk factors for 
men and women, including incontinence and frailty for women; and depression, balance and 
older age for men. This study concluded that there is a need to include both men and women 
in falls research, as well as suggestions that it may benefit preventative methods to further 
research into men and women separately and comparatively (Gale et al., 2016). 
Extrinsic factors that increase the risk of falling, include: poor or no footwear which results in 
poor grip to surfaces and lack of foot and ankle support (Koepsell et al., 2004; Menz, Morris, 
& Lord, 2006); and environmental risks, such as trip and slip hazards, excessive clutter, poor 
lighting, which all can be exacerbated if the person has visual issues (Hinman, 1998). 
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2.1.3: The ageing population and the cost of falling 
Falling and fractures will continue to be a global health concern as the population of older 
people increases and people live longer. In the United Nations (2017) report, the number of 
people over the age of 60 years on a global level has doubled in 2017 from 1980, with 
projections that this population will again double by 2050. Additionally, the number of 
people aged 80 years has been projected to triple by 2050 (United Nations, 2017). Previous 
trends showed that women live longer than men, however, there is a projected global trend 
that the age expectancy of men will be close to equal to that of women, and therefore evening 
out the percentage of men and women over the age of 80 years (United Nations, 2017). The 
impact of these projections can be seen in the global demography of age groups. In 2017, it 
was calculated that one in eight people were over the age of 60 years, with projections that 
one in five people will be over the age of 60 years by 2050. Furthermore, projections show 
that people over the age of 60 years will outnumber people under the age of 24 years by 2050 
(United Nations, 2017). This change in age demographics will essentially alter the focus of 
health programs and government spending, as well as place increased demands on support 
structures for the elderly, at both the family and community levels (Crimmins, 1984). 
The cost of older people falling and sustaining an injury are substantial, with reports that in 
the United Kingdom, treatments attribute to the equivalent of 20% of the total budget for 
pharmaceuticals expenditure (Scuffham, Chaplin, & Legood, 2003); in the United States of 
America, conservative estimates of over $6 billion in 1997 covering treatments for 9% of 
community-dwelling older people (Carroll, Slattum, & M Cox, 2005), with estimates 
extending to over $49 billion in 2015 covering treatments for 25% of people aged 65 years 
and over (Florence et al., 2018). 
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A more specific assessment of the cost of falls and related injuries was completed in New 
South Wales, Australia for the financial period of July 2006 to June 2007 by Watson, 
Clapperton, and Mitchell (2011a). During this period, the population of people over the age 
of 65 years was estimated to be around 930,000 with women representing 55% of this total. 
Overall, 27% of this population had at least one fall, with women representing 58% of the 
falls. From these falls, 27% resulted in injury requiring medical treatment and 18% of these 
people required hospitalisation. Women represented 63% of those requiring medical 
treatments as well as representing a higher number of admissions to hospital. From these 
figures, costs were determined for injurious falls to be $558 million, specifically 5% of the 
total New South Wales health budget for that period. Of which, near to 60% of this cost was 
attributed to hospital-based treatments, near to 23% attributed to residential aged care 
treatments, and 6% attributed to other medical-based treatments. For the total cost of 
treatment, the treatment costs for women was over double that of the treatment for men 
(Watson et al., 2011a; Watson, Clapperton, & Mitchell, 2011b). 
2.1.4: The physical consequences of falling 
The physical consequences of falling range from minor injuries (Nevitt, Cummings, & 
Hudes, 1991) to major injury (Tinetti et al., 1988). The focus of this study being on lower 
limb fractures, as such, this overview will present current research related to lower limb 
fractures resulting from falls. 
Hip and ankle fractures are two of the more common lower limb fractures sustained after a 
fall. In a large epidemiological study completed in the United Kingdom by Court-Brown et 
al. (2017), falls from a standing height accounted for just over 93% of all proximal femur 
fractures in people aged 16 years and over. For people between the ages of 60 and 69 years, 
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fractures of the wrist and ankle were more frequent, however, over the age of 70 years hip 
fractures were the most common (Court-Brown et al., 2017).  
The occurrence of a hip fracture is dependent on age, gender and to a lesser extent, 
geographical location. Specifically, the worldwide prevalence of hip fracture increases 
exponentially as age increases; is more common in women; and has an unexplained lower 
incidence in places such as Sweden and Finland (Court-Brown et al., 2017; De Laet & Pols, 
2000; Marks, 2010). Many studies on the projection of hip fractures describe an incline in the 
number of hip fractures (Cooper, Campion, & Melton, 1992; Gullberg, Johnell, & Kanis, 
1997). Fisher, Davis, Rubenach, Le Couteur, and McLean (2007) extrapolate that in the older 
population of the Australian Capital Territory the number of hip fractures will increase by 
almost 5.5 by the year 2051, and that the rate of men presenting with hip fractures will 
increase the most. Conversely, there has been research showing that in the United States of 
America between the years 2002 and 2012, the rate of hip fracture declined and that the rate 
from 2013 to 2015 plateau, but at a higher rate than first predicted (Lewiecki et al., 2018), 
suggesting that even though there was a decline, the rate was higher than originally predicted. 
Other studies have suggested that the variations in these projections could be attributed to the 
increase in the overall life expectancy, especially in men, and current interventions 
specifically targeting women resulting in the projected rate of women sustaining a hip 
fracture to decrease slightly in the future (Karayiannis & McAlinden, 2016; Langley, 
Samaranayaka, Davie, & Campbell, 2011; Lewiecki et al., 2018; Stevens & Rudd, 2013).  
The main two types of hip fractures are neck of femur fractures and trochanteric femur 
fractures, of which there are many variants (Brunner, Eshilian-Oates, & Kuo, 2003). Hip 
fractures in almost all cases require hospitalisation for treatment (De Laet & Pols, 2000) with 
surgical intervention often required (Brunner et al., 2003). Numerous symptoms can be 
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experienced after a hip fracture including pain and the inability to mobilise. However, 
complications from the surgical management of the hip fracture can range from secondary 
osteoarthritis, decline in mobility and function, to the more severe including, avascular 
necrosis or follow-up surgery (Parker & Johansen, 2006).  
Morbidity and mortality rates increase with hip fractures for both men and women, and 
further increase with age (Abrahamsen, van Staa, Ariely, Olson, & Cooper, 2009). Within the 
first six months post fracture, the mortality rate doubles and an increase in risk of future 
fractures compared to aged-matched people that have not sustained a hip fracture 
(Abrahamsen et al., 2009; Bass, French, Bradham, & Rubenstein, 2007; Melton et al., 2009). 
Overall, for older people that have a hip fracture, there is a 25% reduction in life expectancy, 
with 17% of that time needing to be spent under full time care (Braithwaite, Col, & Wong, 
2003). It has been shown that people that have had a hip fracture spend an increased time in 
nursing-care facilities, whether it being in a hospital or more permanent residential care 
facility. Those that return home, are more likely to have a reduced capacity to perform 
activities of daily living and thus requiring assistance with their daily care or with their 
mobility. With the estimates of almost $84,000 of costs involved with this additional care of 
an individual (Braithwaite et al., 2003; Keene, Parker, & Pryor, 1993; Samuelsson et al., 
2009).  
From the age of 50 years and over, men have a higher mortality rate compared to women 
following a hip fracture, with reports that men have a 38% higher mortality risk compared to 
age-matched women (Abrahamsen et al., 2009; Bass et al., 2007; Giversen, 2007). About 
half of men that have a hip fracture will require institutionalisation, become more inactive, 
and require more assistance with activities of daily living compared with women after a hip 
fracture (Arinzon, Shabat, Peisakh, Gepstein, & Berner, 2010; Orwig, Chan, & Magaziner, 
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2006; Samuelsson et al., 2009). There are opposing reports regarding mobility, which show 
that men do not require any more assistance with mobility compared to women after a hip 
fracture (Penrod et al., 2008). There have been reports that these differences seen between 
men and women post hip fracture may be significantly influenced by their pre-morbid health 
and functioning (Hawkes, Wehren, Orwig, Hebel, & Magaziner, 2006; Tanner, Kloseck, 
Crilly, Chesworth, & Gilliland, 2010), with one study showing that men have a significantly 
higher rate of respiratory disease, heart disease, and vascular disease, which may be 
implicated in these higher mortality rates post hip fracture (Hawkes et al., 2006). 
Ankle fractures - fractures of the distal tibia and/or fibula - as a result of falling have been 
shown to have a higher incidence rate in people aged 60 to 70 years old as compared with hip 
fractures (Court-Brown et al., 2017). Ankle fractures commonly require surgical fixation, 
with complications of surgery generally leading to increased morbidity, and frequently 
declines in mobility (Keene et al., 2013; Urruela & Egol, 2011). However, due to ankle 
fractures having a lesser impact on morbidity and mortality after a fall compared with hip 
fractures, there is substantially less research in this field. Also, ankle fractures are not always 
categorised as “fragility fractures”, whereas, hip fractures are, as they predominantly occur 
from a low-trauma incident in the older population (Schwartz, Nevitt, Brown, & Kelsey, 
2005). The clinical implications of ankle fractures in the older population is that they may be 
used to identify “at-risk” people, as ankle fractures have been linked with a greater risk of 
sustaining a hip fracture in the future (Delmas, Marin, Marcus, Misurski, & Mitlak, 2007). 
2.1.5: The psychological consequences of falling 
There are many psychological consequences resulting from a fall. There is a significant 
amount of research into psychological consequences, however, compared to the amount of 
research on physiological consequences, psychological consequences are relatively small and 
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new. With many of the psychological consequences interacting and being reported 
concurrently in research. 
One of the most frequently reported psychological consequences of falling is fear of falling. 
In an early study by Tinetti et al. (1988), it was found that 48% of their study population 
reported being fearful of falling with 26% of those people stating they have reduced activities 
due to this fear. Fear of falling can relate to a person being afraid of falling or concerned 
about falling (McKee et al., 2002); that people can be compelled to learn to adapt tasks and 
being careful not to fall (Giangregorio et al., 2009; Hallrup, Albertsson, Bengtsson Tops, 
Dahlberg, & Grahn, 2009); or even avoid certain activities (Zijlstra et al., 2007). Fear of 
falling has been linked to threatening independence and freedom (Huang & Acton, 2009; 
Kong, Lee, Mackenzie, & Lee, 2002), altering self-identity (Yardley & Smith, 2002), and 
decreasing confidence (Sleney et al., 2013; Stewart & McVittie, 2011). Anxiety and 
depression have also been linked with fear of falling (Haastregt, Zijlstra, Rossum, Eijk, & 
Kempen, 2008). 
Conversely, Ballinger and Payne (2002) described that falling was not a high concern to older 
people’s own overall health. They suggested that there was a lack of or a reduced ownership 
of falling. The repercussions of older people having a lack of ownership over the cause of 
their fall, resulted in their views on risk being reduced, further resulting in treatment not 
being sort, and reporting a fall less likely (Gustavsson, Jernbro, & Nilson, 2018; Jagnoor, 
Keay, Jaswal, Kaur, & Ivers, 2014). In contrast to this, Hinman (1998) found that 77% of 
their participants thought their fall could have be prevented, whilst the remaining 23% felt 
that falling was unlucky or unavoidable. The consequences of ownership on falling remains 
largely unidentified, with further research needed. 
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Various studies have shown that participants state that their recovery was not as expected in 
both duration and complications (Langford, Edwards, Gray, Fleig, & Ashe, 2018; Schiller et 
al., 2015; Sims-Gould, Stott-Eveneshen, Fleig, McAllister, & Ashe, 2017), they had 
decreased accuracy with recalling verbal information given (Sale et al., 2016), insufficient 
clarity of risk information provided (Giangregorio et al., 2009), or experienced insecurity on 
discharge and diminished involvement due to lack of information received (Jensen, Smith, 
Overgaard, Wiil, & Clemensen, 2017). In a qualitative study by Jensen et al. (2017), they 
reported that all ten of the older men and women interviewed were agreeable with their 
diagnosis and treatment pathway without questioning it. With one study suggesting that 
questioning may become more frequent as the older “stoic” or “traditionalist” generation is 
replaced with the “baby boomer” generation (Hussain, Kendig, O'Loughlin, & Cannon, 
2017). This level of involvement in treatments and recovery addresses the importance of 
empowerment. Empowerment has been suggested to increase autonomy and involvement in 
decision making, which other studies have found to be important with patient care and 
understanding (Anderson & Funnell, 2009). By improving communication, adding different 
modes of communication, and providing an outline of the recovery plan, these strategies may 
all lead to improved understanding by the patient and therefore empowerment within their 
treatment and recovery process (Jensen et al., 2017; Sale et al., 2016; Sleney et al., 2013). 
With a higher level of counselling and information being necessary to improve interventions 
and recovery periods (Sims-Gould et al., 2017). 
In conjunction with this lack of understanding of treatments, it has been reported that during 
recovery, older people were not aware that they would have to adapt their usual tasks and 
how they mobilised (Langford et al., 2018). Along with this, other studies have found that 
older people after falling felt disappointment and frustration due to their diminished physical 
ability (Langford et al., 2018), that they were restricted by limited abilities to perform daily 
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activities (Aberg, Sidenvall, Hepworth, O'Reilly, & Lithell, 2005), they were fearful of 
falling (Oude Voshaar et al., 2006), and experienced a loss of independence (Stewart & 
McVittie, 2011).  
Loss of independence encompasses the inability to perform regular activities of daily living 
or participate in hobbies, which has been reported to be a source of disappointment and 
frustration (Langford et al., 2018). A loss of independence has been linked with diminished 
self-esteem, self-efficacy, social identity and pride (Borkan, Quirk, & Sullivan, 1991; Hughes 
et al., 2008; Langford et al., 2018; Stewart & McVittie, 2011; Yardley & Smith, 2002), with 
repercussions including fear, embarrassment and feelings of being a burden on family 
members (Borkan et al., 1991; Yardley & Smith, 2002). A study by Yardley and Smith 
(2002) found that losses in functional independence and identity were feared and apparent 
consequences of falling. The importance of identity was also seen in older people with 
fragility fractures after falling, in a study by Sale et al. (2012) the term fragility fracture was 
seen negatively, with these participants referring to the fracture as an unlucky event. 
The importance of changes to self-identity, self-esteem and independence as consequences 
after falling have been described. The impact that these consequences have on the individual 
is that it influences how an older person responds to having a fall, and inevitably their 
participation in treatments (Ballinger & Payne, 2002). 
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2.2: EXERCISE AND FALLS PREVENTION PROGRAMS – QUANTITATIVE 
OVERVIEW 
2.2.1: Exercise prescription and falls prevention programs 
Exercise is known to be effective in reducing the incidence of falls in the older population 
(Chang et al., 2004; Hopewell et al., 2018; Sherrington & Tiedemann, 2015), specifically, 
exercises which improve strength, balance, endurance and flexibility (Hopewell et al., 2018; 
Karlsson, Magnusson, Schewelov, & Rosengren, 2013; Sherrington & Tiedemann, 2015). 
The American College of Sports Medicine (Chodzko-Zajko et al., 2009) published three 
guidelines for the type and duration of exercise to be prescribed to older people for general 
health. These were: 30 to 60 minutes of moderate cardiovascular exercise, five days per 
week; strength-training exercises focusing on major muscle groups, two to three times per 
week; and moderate exercises aimed at flexibility, two times per week. Chodzko-Zajko et al. 
(2009) provided a fourth guideline based on a history of falls, which was the addition of 
balance exercises. Findings from recent Cochrane reviews: Hopewell et al. (2018), Gillespie 
et al. (2012), and Sherrington et al. (2008), concluded that exercise programs can reduce the 
rate of falling in the older population and that balance exercises must be included in such 
programs; and those that also included individual risk assessment, home safety modifications, 
necessary surgery including cataract and pacemaker implantation reduced the rate of falls. 
Sherrington et al. (2008) reported that from current randomised control trials utilising 
exercise to prevent falls, fall rates were reduced up to 17%. They further found that programs 
that included balance training and were at a higher level of prescribed exercise dose were 
seen to have a higher effect on reducing falls rates. In an update to these reviews, 
Sherrington, Tiedemann, Fairhall, Close, and Lord (2011) provided eight recommendations to 
include in a falls prevention program to meet the standard of best practice. These eight 
recommendations were: balance exercises which challenge a person’s current level of 
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balance; higher dose of exercise prescription, with a total of at least two hours of exercises 
per week; long-term of exercise participation; include older people at risk and those that are 
not at risk living in the community; either home-based or community-based programs; a 
walking regime; strengthening exercises; addressing other falls risk factors, including the 
referral to other specialists, such as optometrists. Multifaceted falls prevention programs, 
comprising of exercises, falls prevention education, medication review, and home 
modifications have been found to yield the most effective results (Chang et al., 2004; 
Karlsson et al., 2013). One such program is the Stepping On program which incorporates 
education and exercise in a group-based community setting over a seven week period, and a 
follow-up session after three months (Clemson & Swann, 2008). The Stepping On program 
was found to reduce falls by 31%; have a 59% continued adherence after completing the 
program; that men were able to maintain a level of physical activity compared to men that did 
not complete the program (Clemson et al., 2004); and improved functional status via the 
timed up and go and self-reported health (Ory et al., 2014). 
There have been many studies reporting various outcomes of exercise and falls prevention 
programs. The overall aim for any falls prevention program is to prevent falls, as such, there 
have been numerous studies reporting the effects of specific falls prevention program on the 
rate of falls. Tinetti et al. (1994) conducted a study which implemented a falls prevention 
program to people over the age of 70 years and living in the community. The participants 
each had at least one risk factor indicative of falling, were without cognitive deficits, 
ambulant, and not participating in any other exercise or walking regiment. In all, 301 older 
men and women participated and were allocated into a control group or an intervention 
group. The intervention for this study included gait retraining, balance exercises, 
strengthening exercises, range of motion exercises, education regarding falls hazards, 
environmental modifications, and medications. Exercises were performed by the participant 
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in their home twice a day for 15 to 20 minutes each session, for a total of three months. A 
physical therapist reviewed the exercises weekly for the first three months, followed by 
monthly reviews for the remaining three months of the study. This study by Tinetti et al. 
(1994) found that participants in the control group fell sooner and more often compared to 
those in the intervention group, and that the intervention group had a significant decline in the 
number of risk factors for falling compared to the control group. Similarly, a study by 
Hornbrook et al. (1994) with comparable inclusion criteria included 3182 older men and 
women 65 years and older. This randomised control trial conducted a similar intervention to 
that of the aforementioned study, with this study prescribing exercises for balance, posture, 
range of motion, and strength in a group setting with 20 minutes of supervised exercise, once 
per week for four weeks. In conjunction with these supervised exercises, intervention 
participants were instructed to perform the exercises at home and commence a walking 
program of at least three sessions per week. Hornbrook et al. (1994) results showed that those 
in the intervention group had a lower rate of falls compared to the control group, with men 
over the age of 75 years showing the most reduction in the rate of falls. Hornbrook et al. 
(1994) concluded that their falls prevention program would have been more beneficial if the 
intervention was of higher intensity and for a longer duration. More recent studies have also 
reported a reduction in the rate of falls from their interventions which either focused on 
weekly group supervised exercise program for one hour per week for a total of 37 classes 
(Barnett, Smith, Lord, Williams, & Baumand, 2003), and weekly one hour group exercise 
session for ten weeks (Nitz & Choy, 2004) of which both studies included either printed or 
communicated education on falls prevention. 
Along with a reduction in the rate of falls and risk of falling, falls prevention program have 
further been proven to improve other physical and psychological consequences of falling. 
Falls prevention programs have resulted in an increase of lower limb muscle strength 
23 
 
(Delbaere et al., 2006), improved balance (Delbaere et al., 2006), improved mobility (Zidén, 
Frandin, & Kreuter, 2008), greater independence with activities of daily living (Delbaere et 
al., 2006; Vaapio et al., 2007; Zidén et al., 2008), an increased awareness of the risks of 
falling (Deery, Day, & Fildes, 2000), and a reduction in fear of falling as measured by an 
increased in activities that were previously avoided due to fear of falling (Delbaere et al., 
2006). 
These studies represent the best practice for falls prevention programs components, with 
variations in location, exercise prescription dose and duration of the program. The location in 
which programs are implemented are varied, with home-based programs and community-
based programs being both advantageous and cost effective (Farag, Howard, Ferreira, & 
Sherrington, 2015; Hanley, Silke, & Murphy, 2011; Olij et al., 2018). However, the duration 
of exercise and falls prevention programs is particularly significant in being effective in 
reducing the rate of falling. It has been concluded that to have a positive effect, falls 
prevention programs, more specifically the exercise component of these programs, needs to 
be a minimum of 30 minutes, three times per week for at least 12 weeks (Costello & 
Edelstein, 2008), or 50 hours, with the minimum prescription being twice per week for 25 
weeks (Sherrington et al., 2008). 
2.2.2: Adherence, engagement and long-term commitment to exercise 
Factors attributing to the adherence of falls prevention programs is varied. With one 
systematic review concluding that adherence to home-based falls prevention programs was 
higher with programs consisting of balance and walking programs, and greater levels of 
support and home-visits from the physiotherapist (Simek, McPhate, & Haines, 2012). 
Another systematic review concluded that group-based falls prevention programs with 
flexibility components, of long duration, and only once per week resulted in lower adherence 
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(McPhate, Simek, & Haines, 2013). In agreement with this, Picorelli, Pereira, Pereira, 
Felício, and Sherrington (2014) concluded that older people were more likely to adhere to 
general exercise programs that were supervised. Recommendations to engage older people in 
falls prevention programs were established by Yardley, Beyer, et al. (2007) which add to 
these conclusions regarding adherence. Yardley, Beyer, et al. (2007) stated that for greater 
engagement and long-term adherence, programs need to be specific to the individual and 
address their needs and capabilities, and that programs need to enable independent 
participation allowing for individuals to self-manage the program. 
Attributes that have been seen as advantageous to falls prevention programs include the 
program being recommended by peers or by a medical practitioner (Hagedorn & Holm, 2010; 
Snodgrass, Rivett, & Mackenzie, 2005; Yardley, Donovan-Hall, Francis, & Todd, 2007), 
home-based programs (Franco et al., 2015), perceived improvements of activities of daily 
living (Franco et al., 2015; Haines et al., 2016), and reducing falls risks (Franco et al., 2015). 
Conversely, barriers to the engagement and adherence to falls prevention programs have 
included requiring transportation to attend sessions (Franco et al., 2015; Hagedorn & Holm, 
2010; Snodgrass et al., 2005), out of pocket expenses (Franco et al., 2015), and failure to 
perform activities within the program (Yardley, Donovan-Hall, et al., 2007). 
2.2.3: Falls prevention programs and exercise outcomes for older men and women 
Many of the studies on falls prevention programs discussed here include both men and 
women in their intervention populations, however, few compare the outcomes between men 
and women. In a meta-analysis by Robertson, Campbell, Gardner, and Devlin (2002), they 
found that the rate of falls post intervention was the same for men and women. A study by 
Vaapio et al. (2007) showed that older men and women responded differently to the falls 
prevention program which consisted of a year-long, twice per month, group-based exercise 
25 
 
program, which included falls prevention education both individually and within a group 
setting, as well as recommendations and treatment for medications, vision, hearing, and 
nutrition. Improvements in depression and distress were reported for older men, compared to 
improvements of pain and symptoms reported for older women. Both older men and women 
that received this falls prevention program were found to have an increase in activities of 
daily living (Vaapio et al., 2007). 
There is a lack of consensus as to whether older men and women respond differently to 
prescribed exercise programs. As part of this thesis, the following analysis resulted in the 
published manuscript: “Most functional outcomes are similar for men and women after hip 
fracture: a secondary analysis of the enhancing mobility after hip fracture trial” (Woodward 
et al., 2014). This was a secondary analysis of a randomised control trial studying the effects 
of a low intensity exercise program versus a high intensity exercise program on older men 
and women after a surgical fixation of a hip fracture. Secondary analysis found that in these 
160 participants, there were some differences between men and women and their response to 
exercise, however, the findings were confounded by age, body weight and cognition. In fact, 
there was no differential impact of the type of exercise based on gender. This researched 
highlighted the need for further investigation into the response of older men and women to 
exercise programs after hip fracture. The following is the manuscript in full, followed by two 
supplementary tables – labelled additional files 1 and 2: 
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2.3: PERCEPTIONS OF FALLS PREVENTION PROGRAMS AND 
EXERCISE AFTER FALLING – QUALITATIVE OVERVIEW 
The value and effectiveness of falls prevention programs need to be examined from both 
quantitative outcomes and qualitative views. It is well established that disease or ill health is 
researched in terms of mortality and morbidity rates, however, in terms of quality of life and 
compliance, the attitudes, behaviours, lifestyle, as well as social and environmental factors 
are determinants which influence health behaviour and program compliance. This is even 
more evident with the ageing population as older people have had a vast and diverse 
experiences within health systems and receiving treatment (Ory & Bond, 1989; WHO, 2007). 
Qualitative methodological approaches can enlighten and determine how people experience 
certain aspects of their lives (Silverman, 2010). Quantitative research has proven that falls 
prevention programs improve post-fall outcomes, however, perception of falls risk and the 
need for falls prevention program; attitudes towards these programs including satisfaction, 
adherence, and barriers; and self-perceptions which make a falls prevention program 
successful, is under-researched in comparison to quantitative data, yet vital in informing the 
preferences of those participating in the programs (McInnes & Askie, 2004). 
2.3.1: Perception of falls risk and the need of a falls prevention program 
How a person perceives their body and how they recover greatly influences whether a 
treatment program will be successful (Ballinger & Payne, 2002). In a study by Braun (1998), 
participants that had previously fallen were found to perceive risk of falling for ‘other older 
people’ rather than for themselves, as they did not consider themselves at risk. In order to 
perceive risk, one must first consider a present problem. The perceptions of some older 
people after a hip fracture have been reported to suggest that falling is considered to be “bad 
luck” and not the fault of their own (Ballinger & Payne, 2000), as well as being 
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unpredictable, unavoidable, or due to other health issues and not specifically due to being at 
risk of falling (Kong et al., 2002; Yardley, Donovan-Hall, Francis, & Todd, 2006). Overall, 
some older people do not perceive that they are at risk of falling as they feel that falling is 
beyond their control and inevitable (McInnes et al., 2011). On the other hand, findings have 
suggested that some older people are not aware that intrinsic issues, such as muscle weakness 
and poor balance, can be risk factors, more so, it was found that extrinsic factors, such as 
uneven pavements or the carelessness of other people, were perceived as greater risks causing 
falls (Braun, 1998; Horton, 2007). Furthermore, there is a reported lack of awareness 
surrounding the benefits of exercise and balance training to reduce falls in this older 
population (Simpson, Darwin, & Marsh, 2003). 
Horton (2007) presented a sociological view highlighting similarities and differences between 
older men and women regarding risk of falling. It was found that men were less likely to 
blame themselves for falling compared to women, who tend to blame their fall on their own 
carelessness. Furthermore, men discussed how they would take control and reduce their risk 
of falling, compared to the women. It was also found that the men and women perceived risk 
of falling in the same way, however, women were less likely to identify these risks within 
themselves. Adding to this, in a study in which men attended a falls prevention program 
within their regular visits to a Men’s Shed, Liddle et al. (2017) found that as a result of the 
program, the men identified and implemented strategies relating to risks of falling. In support 
of both of these findings, another study by Liddle et al. (2018) found that men were willing to 
participate in falls prevention programs, however, they needed to be able to recognise that 
falling was a health issue to them as an individual and that falls could be prevented. 
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2.3.2: Attitudes towards exercise and falls prevention programs participation 
Continued participation in falls prevention programs is greatly influenced by the attitudes of 
the participants, specifically, the satisfaction, or benefits, gained from the program and by the 
barriers surrounding a specific falls prevention program. Falls risk reduction has been found 
to be a less important factor for compliance, whereas perceived improvements in function and 
enjoyment of the exercises have been listed as influencing factors to continue program 
attendance (Yardley, Bishop, et al., 2006). 
Many studies have noted that participants are more willing to continue with exercises if they 
perceive there will be a positive result, whether that result was improved mobility or greater 
ease with activities of daily living (Ballinger & Clemson, 2006; Hawley-Hague, Roden, & 
Abbott, 2017; Sims-Gould et al., 2017). Exercises which improved or maintained mobility 
and function are seen as key factors in maintaining independence, as well as being a priory 
for older people (Guerin, Mackintosh, & Fryer, 2008; Sims-Gould et al., 2017). Yardley, 
Bishop, et al. (2006) found that the perceptions of improved general health, mobility and 
overall strength were key factors linked with maintaining independence. Others have 
suggested that older people continued exercise programs as they had not had any more falls 
which they partially attributed to participating in the programs (Lam, Liamputtong, & Hill, 
2015). Moreover, if exercises are well supported by professional staff and could be 
incorporated into daily routines, older people are more likely to view exercises as meaningful 
and beneficial (Arkkukangas, Sundler, Söderlund, Eriksson, & Johansson, 2017). 
Along with these positive attributes, specific characteristics of exercise was highlighted in a 
large qualitative study conducted by Resnick et al. (2005). A total of 70 older women who 
had a hip fracture were interviewed in order to determine their perspective on participating in 
a specific exercise program. The characteristics of the program which enhanced compliance 
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were identified as: the need for exercise to be perceived as beneficial by the participant; 
structured exercises and schedule which included visual cues and verbal encouragement; 
exercises being simple to perform; the rapport built with the health professional prescribing 
the exercises; confidence and determination to perform the exercises; and the importance of 
goal setting (Resnick et al., 2005). 
There have been notable differences between older men and women regarding their views on 
attending falls prevention programs. Sandlund et al. (2018) findings suggested that women 
were motivated to be healthy in order to undertake their responsibilities, compared to men 
who were motivated to keep fit in general. Women also tended to discuss the idea of social 
interactions and group exercise but did not express preference to this. Overall, Sandlund et al. 
(2018) concluded that men and women did not differ with their preferences to the types of 
exercises, with the aforementioned differences being in line with societal gender norms. They 
found that individual preferences for exercise impacted attendance and adherence more so 
than the differences between men and women, however, highlighting the existence of 
differing views between men and women which may influence falls prevention program 
dissemination strategies. Furthermore, Clark et al. (2013) findings suggested that women 
viewed themselves as being more open to attending programs, whereas they perceived men’s 
attendance to be the responsibility of the woman known to the man, i.e. their spouse. The 
women predominantly saw their roles as motivators to their spouse before they viewed their 
own needs to attend. In opposition to this, the men viewed their participation as a means of 
controlling their health and their decision-making was independent from women. 
Older people consider falls prevention an important issue in their lives, however, it has also 
been found that falls prevention is not a preference or considered a “good” use of their time, 
rather prioritised spending time with family or doing hobbies (Ayton et al., 2018; Gustavsson 
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et al., 2018; Resnick et al., 2005). Along with this, other barriers to participation include: the 
exacerbation of pain from completing an exercise program (Ayton et al., 2018; Guerin et al., 
2008; Simpson et al., 2003; Sims-Gould et al., 2017); poor mobility or access to the venue 
(Ayton et al., 2018; Grossman & Stewart, 2003; Guerin et al., 2008); poor vision and/or 
hearing (Guerin et al., 2008); incontinence (Guerin et al., 2008); fiscal burden (Yardley, 
Bishop, et al., 2006); other health issues including cancer and heart disease (Ayton et al., 
2018); and being too old to participate in exercise (Grossman & Stewart, 2003; Guerin et al., 
2008; Simpson et al., 2003). 
Another barrier to participating in a falls prevention program is that older people are not 
aware of where to seek support in finding information about these programs or overall lack of 
awareness that these programs exist (Sims-Gould et al., 2017). Furthermore, if this 
information is presented, there have been reports suggesting the information disseminated to 
the public can be confusing (Sale et al., 2016), can target the wrong audience (McInnes & 
Askie, 2004), and that the information needs to be succinct in order to be disseminated 
correctly (Middlebrook & Mackenzie, 2012). 
2.3.3: Perceptions of self which make a falls prevention program successful 
There is an emphasis on how exercise and falls prevention programs impact older people’s 
individuality or sense of self. It has been documented that falls prevention programs which 
are personally relevant, allow for independence, self-efficacy, and identity, are the types of 
programs which are more successful in attendance, adherence and long-term maintenance 
(McMahon et al., 2011). 
Independence in this instance relates to the personal quality in which one is able to make and 
perform choices without assistance and be responsible for ones’ own actions (Kon, 1988). 
40 
 
For older people, independence has been considered even more important, with associations 
with confidence building (Evron, Schultz-Larsen, & Fristrup, 2009; McMahon et al., 2011; 
Roe et al., 2008), control and the freedom to be able to choose (Aberg et al., 2005). In 
relation to falls prevention programs and exercise, qualitative research has identified that 
independence is associated with older people taking responsibility for their recovery 
(Larsson, Nordholm, & Ohrn, 2009), being self-aware/knowledgeable/in control of their 
health management (Aberg, 2008; Clemson, Cusick, & Fozzard, 1999; Larsson et al., 2009; 
Pettersson et al., 2019), being persistent with treatments and exercises (Larsson et al., 2009; 
Pettersson et al., 2019), and being able to adapt to recommendations and advice (Aberg, 
2008; Larsson et al., 2009; Pettersson et al., 2019). 
Conversely, the loss of independence has been linked with being labelled as frail or 
vulnerable, as well as loss of self (Evron et al., 2009; McMahon et al., 2011; Roe et al., 
2008). Loss of independence after falling has resulted in constraints on daily living and use of 
assistive walking devices, which is predominantly perceived negatively. This resulting in 
fear, diminished confidence, feelings of being a burden, and avoidance of tasks. With the 
overriding consequence of loss of self and life satisfaction (Aberg, 2008; Aberg et al., 2005; 
Stewart & McVittie, 2011).  
Self-efficacy is the belief that one has the capacity to successfully carry out a task (Bandura, 
1978), and is a known determinant for outcomes of physical activity, adherence to exercise, 
exercise behaviours and influence over attendance (McAuley, 1993; McAuley & Blissmer, 
2000; Yardley, Donovan-Hall, et al., 2007). Self-efficacy is influenced by past experiences, 
social interactions, and previously being able to perform a particular skill (Bandura, 1978; 
McAuley & Blissmer, 2000). However, self-efficacy is not merely an expression of self-
confidence in one’s ability to perform a task, it can vary in the degree of self-confidence and 
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is highly variant between differing tasks of a similar nature (Bandura, 1978; Tinetti & Powell, 
1993). Due to this vast variation, to intervene appropriately and successfully, a 
multidisciplinary and multifaceted treatment strategy is needed (Tinetti & Powell, 1993). For 
example, along with exercises aimed to increase muscle strength, it was suggested that 
professionals that encourage older people through validation of achievements and self-
motivation, adhere to exercise programs long term (Rush, Watts, & Stanbury, 2013). 
Robinson, Newton, Jones, and Dawson (2014) suggest that a way to assist self-efficacy as a 
professional would be to continue to education older people in how they can minimise the 
risk of falling. Furthermore, McAuley, Jerome, Elavsky, Marquez, and Ramsey (2003) 
suggested that long-term adherence is dependent on self-efficacy, which in turn was 
influenced by the level of social support for completing exercises. As well as these 
influences, the impact self-efficacy has on attendance and adherence to exercise has been 
suggested to be influenced by satisfaction, motivation and the ability to regulate one’s skills 
in order to perform the exercises (Schutzer & Graves, 2004).  
There are two forms of identity that are important when discussing falls prevention programs 
– collective identity and personal identity. Collective identity is consistent and constructed 
within in a social group, in this instance older people that are at risk of falling. Personal 
identity encompasses what is important to the individual as well as the individuals’ beliefs 
and values (Walker, Porock, & Timmons, 2011). Some falls prevention programs have been 
found to have a disconnect between content and personal identity, with reports that falls 
prevention programs may be more suited to target attendance based on personal identity 
values rather than collective identity (Walker et al., 2011). 
These psychosocial constructs, independence, self-efficacy and identity, cannot be considered 
in isolation and tend to be most constructive in conjunction with one another (Bandura, 1978; 
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Forbes & Hoffart, 1998; Hughes et al., 2008; McMahon et al., 2011; Stewart & McVittie, 
2011). Also, how a person perceives these constructs varies and can be guided by how they 
perceive themselves (Hattie, 2014).  
 
2.4: THE PERCEPTIONS OF OLDER PEOPLE ON EXERCISE AND FALLS 
PREVENTION PROGRAMS AFTER HAVING A FALL-RELATED LOWER 
LIMB FRACTURE – LITERATURE REVIEW 
At the commencement of my candidature, 2010, I completed a systematic review of the 
literature, based on the questions: what is the experience of older men and women that have 
had a fall and lower limb fracture, specifically relating to: What are their thoughts on 
exercise? What are their experiences with falls prevention programs and exercise? How do 
they view exercising in later life? The original aim was to determine the views of older men 
and women that have had a fall-related lower limb fracture on exercise and a falls prevention 
program. This literature search resulted in zero findings. Consequently, a broadening of this 
topic resulted in a repeat literature search without the specification of older men and women. 
There were only two papers which met the inclusion criteria. From these papers, the main 
findings stated that multidiscipline programs were viewed as most effective, and that 
compliance to programs were dependent on the person’s feelings of vulnerability and self-
perception. The full search criteria and results of this boarder systematic review was 
published in the proceedings of the 2011 Emerging Researchers in Ageing conference as a 
full paper, as follows:  
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Due to the extended duration since this initial literature review, a follow up literature review 
comprising of literature from 2011 to 2018 was completed. This search, replicating that of the 
review parameters as published in the above manuscript, resulted in three papers. On 
thorough examination of these three papers, none of the papers were of interest, nor aligned 
with the aims of this review.                  
                                                           
2.5: SUMMARY AND AIMS 
Falls continue to be a major risk for people over 60 years of age, resulting in major physical 
and/or emotional trauma, as discussed. The consequences of falling and injuries as a result of 
falling have been well documented here at both the personal level and on a larger global 
community level and will continue with our ageing population (United Nations, 2017). Hip 
fractures are a common result of falls in the older population resulting in increases in 
morbidity and mortality rates (Abrahamsen et al., 2009; Campbell et al., 1990; Tinetti et al., 
1988), consequently increasing the need of mobility devices, in-home care, or even 
institutionalisation (Arinzon et al., 2010; Orwig et al., 2006; Samuelsson et al., 2009). There 
is a large cost in treating falls, equating to a substantial percentage of health budgets globally 
(Watson et al., 2011a; Watson et al., 2011b). 
Falls prevention programs that are multifaceted, long-term and consist of high dose exercises 
are more beneficial and have been found to better minimise the risk of falling. Programs that 
consist of balance, strengthening, mobility, and flexibility exercises, and encompass falls 
prevention education, review of medication and home modification are among the most 
beneficial by significantly reducing the rate of falls in older populations (Gillespie et al., 
2012; Hopewell et al., 2018; Sherrington et al., 2011). Programs need to be individualised to 
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address specific goals and allow independence (Yardley, Beyer, et al., 2007). With further 
research needed to describe and identify differences between men and women (Woodward L, 
2011). 
There is an apparent lack of qualitative research compared with quantitative research, along 
with conflicting qualitative findings, as well as gaps in identifying differences between men 
and women. Overall, the perceptions of falls risk, the need to participate and the impact of 
individuality and independence, greatly influence attendance and adherence to falls 
prevention programs and exercise (Ballinger & Payne, 2002; McMahon et al., 2011; Yardley, 
Bishop, et al., 2006). 
Therefore, my research asked the questions: why, despite the positive outcomes on the 
reduction of falls with multifaceted falls prevention programs, falls continue at a high rate? 
Could this be due to differences between programs and participant perceptions? Are older 
people not willing to participate in certain falls prevention programs, if so, why? And do men 
and women differ in how they participate in falls prevention programs and exercise? 
The purpose of this study, and overall thesis, was to determine the qualities of a specific 
exercise program incorporating falls prevention education of which older people deem 
important and how they value this program after having an injurious fall.  
The primary aims of this study were to identify: 
1. what older people value in exercise after having a fall and lower limb fracture; and 
2. the perceptions of older people participating in a long-term self-managed exercise 
falls prevention program. 
The secondary aims of this study were to: 
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1. understand the experience of falling, lower limb fracture treatment, recovery and 
returning home; and 
2. compare the views of older men and women that have had an injurious fall. 
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3.1: STUDY DESIGN 
3.1.1: Considerations in determining qualitative methodological approach 
Qualitative research is used to develop ideas in order to understand experiences and views of 
people in their natural environment (Pope & Mays, 1995). It can be used to identify and 
interpret social interactions, ideals, motivation and habits in order to understand these 
experiences (Curry, Nembhard, & Bradley, 2009; Malterud, 2001). Hammersley and 
Campbell (2012) describe qualitative research as “a form of social inquiry that tends to adopt 
a flexible and data-driven research design, to use relatively unstructured data, to emphasize 
the essential role of subjectivity in the research process, to study a small number of naturally 
occurring cases in detail, and to use verbal rather than statistical forms of analysis” (Ch1, 
p15). The aim of my research was to explore and identify values, experiences and the beliefs 
of older people, therefore, my research is best suited to a qualitative design. 
Within the context of my study, qualitative research will be applied in the field of health 
research, as Morse (2012) states that “Qualitative health research is a research approach to 
exploring health and illness as they are received by the people themselves, rather than from 
the researcher’s perspective” (Ch1, p21). By understanding these descriptions by 
Hammersley and Campbell (2012) and Morse (2012), the application of qualitative research 
in health research will allow insight into a specific group of peoples’ lives in order to 
understand the impact of a specific health issue (Pope & Mays, 2007). The health issue of 
topic for my study was injurious falls and recovery, exercise, and participation in a long-term 
self-managed falls prevention program. 
Qualitative methodological approaches are determined by the purpose of the analysis, how 
analysis is applied, and the type of qualitative data (Guest, MacQueen, & Namey, 2012). The 
purpose and context of my study was as stated above. The application of analysis informed 
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by theoretical and epistemological considerations. The theoretical considerations for my 
study was influenced by the aims of the research, as discussed and by my professional 
experience as a clinical physiotherapist. The influences for these two elements are reflected 
by my research aims being based around identifying perceptions and clinical experiences. My 
professional career as a physiotherapist has been based around assisting improvements in 
strength, balance, mobility and everyday physical function, with the overall goal to improve 
an individual’s quality of life through exercise and mobility. 
The epistemological view of my study was primarily that of a realist approach, with the 
interplay of constructivism. A realist approach aims to identify the experiences of the 
participants as it reflects reality. Realism identifies the “real” world, or what we sense is 
reality. From this, the theorisation of motives and perceptions can be developed, thus 
allowing my research aims, based on perceptions and experiences, to be answered (Braun & 
Clarke, 2006; Gibbs, 2007). However, one could argue that to truly analyse a person’s 
perception or experience, it would involve constructs of that person’s world, and thus 
incorporate a level of constructivism as well as realism. A constructivism approach identifies 
that experiences are constructs or ideals and that these are ranged and varied within society. 
From this, the theorisation and themes developed within this study cannot describe how it is 
for everyone, rather, they will be applicable to some people as reflected by the constructs of 
the participants and myself as the analyst (Braun & Clarke, 2006; Gibbs, 2007). 
The approach of producing codes and themes, and thus the way in which my data was 
analysed, was inductive. Inductive method is one that has no pre-determined framework for 
codes and where coding is not derived from current research or knowledge. Codes are 
derived directly from the data, thus rendering a strong link between themes and data 
(Boyatzis, 1998; Braun & Clarke, 2006). As presented in the introduction section of my 
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thesis, there is very little research in the area of my study, therefore an inductive approach 
was most advantageous to develop coding and themes. 
The themes in my study were interpreted using both a semantic and interpretive approach. A 
sematic approach is when the theme is described at face value, in other words, what the data 
within the theme says, is how the theme is described (Boyatzis, 1998; Braun & Clarke, 2006; 
Charmaz, 2006; Guest et al., 2012). An interpretive approach is when the deeper meaning 
behind what is said is used to describe the theme. Interpretivism is closely associated with 
constructivism in that the theme is described, or interpreted, through multiple realities and 
constructs (Boyatzis, 1998; Braun & Clarke, 2006; Charmaz, 2006; Guest et al., 2012). My 
study aimed to identify the experience of the participants through their description and 
underlying meaning to describe their experience. 
The qualitative data utilised in my research was obtained by interviewing. The use of 
interviewing in qualitative research allows the researcher to inquire about values, experiences 
and perspective of those being interviewed in a way that can be adapted to each individual 
setting (Kelly, 2010; Robson, 1993). The interviewer and interviewee are both explicit 
participants in the interview, and as such the interviewee is a valued participant in the 
qualitative research process. Along with reflexivity and the interviewer’s knowledge of the 
subject matter in question, a thorough understanding of behaviour and experience can be 
researched (Kelly, 2010; Kvale, 2007). 
The main goal of an interview is to reveal the interviewee’s meaning in line with the specific 
topic of the interviewer, to achieve the aims of the qualitative research. In order to 
accomplish this, semi-structured interviews centred around the research aims were utilised as 
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well as interpreting the interviewee’s meaning correctly and continuously being reflected 
throughout the qualitative research process (Kelly, 2010; Kvale, 2007). 
For the interview content to address the aims of my study, I used in-depth interviews that 
were semi-structured. My interviews contained open-ended questioning which allowed the 
participants to voice their own views and experiences on the specific topics in question, in 
line with the concepts described previously by Kelly (2010), Kvale (2007), and Robson 
(1993). This use of a semi-structured interview ensured theoretical rigour allowing both the 
participant to voice their views, whilst ensuring the content of the interview was in line with 
the aims of the study. This also ensured continuity and clarity within and between all 
interviews (Green & Thorogood, 2009; Liamputtong Rice & Ezzy, 1999; Rubin & Rubin, 
2005). 
3.1.2: Thematic Analysis 
In consideration of the methodological approaches described, a thematic analysis approach 
would be best suited for my research, along with its flexibility to identify and describe 
patterns, and explore themes. 
Thematic analysis is flexible as it can be applied to many types of qualitative research (Braun 
& Clarke, 2006, 2012; Guest et al., 2012), despite this, Braun and Clarke (2006) are 
advocates for the clear identification of the method and analysis process. As well as the 
identification of the view of the researcher and the way themes are produced, with these 
being decided upon prior to the application of thematic analysis and reflected upon 
throughout the analysis process. To undertake this identification process, one must consider 
the theoretical considerations: the epistemological view, the approach of producing codes and 
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themes, and the way in which the themes will be interpreted (Boyatzis, 1998; Braun & 
Clarke, 2006; Gibbs, 2007; Guest et al., 2012), of which I have identified. 
Thematic analysis is a qualitative method to identify and describe patterns and ideas within 
data. It enables the reporting and exploration of themes as well as insights at an individual or 
social level (Braun & Clarke, 2006, 2012; Guest et al., 2012). Boyatzis (1998) describes the 
process of thematic analysis to consist of three phases in order to find a “codable moment” 
(p3). He states that within the data, a “moment” must first be recognised and seen throughout 
the data set, followed by the process of classifying these “moments”, and finally, interpreting 
these classified “moments” (Boyatzis, 1998).  
There is no set structure in the application of thematic analysis to a data set (Boyatzis, 1998; 
Braun & Clarke, 2006; Bryman, 2012), however, Braun and Clarke (2006) have composed a 
six-phase process to provide some structure to data obtained through interviewing, with 
phases consisting of data immersion, code production, preliminary theme production, theme 
production, analysis of themes and finally dissemination of findings (Braun & Clarke, 2006, 
2012; Clarke & Braun, 2014). Braun and Clarke (2006) suggest that the process described is 
not linear, and whilst undertaking the analysis process considerations should be taken based 
on the data collected and the specific research question.  
Based on Braun and Clarke (2006) and (2014) six phase process, I established an analysis 
protocol for which my study adhered to, as follows, along with a pictorial representation of 
this process in figure 1. 
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Figure 1: Pictorial representation of the thematic analysis processes utilised in my study 
 
Phase 1 – Data Immersion: the goal of this phase was to be immersed in the data and to begin 
formulating informal coding pertinent to my research question (Braun & Clarke, 2006, 2012). 
I commenced this phase on conclusion on my first interview. I re-listened to the interview 
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recording whilst reading the transcription. I commenced note taking on responses and 
comments in the interview that was directly related to my research questions. This reflection 
(see example in Table 1) was used to guide theme production and discussion but was also 
subject to frequent data checking to ensure a true representation of the participants’ 
experiences were being conveyed. I repeated this process for all initial and final interviews, in 
ten interview blocks in order to work with a manageable amount of data and to allow the 
commencement of Phase 2. 
Table 1: Excerpt from my reflective journal 
 
Acute Treatment: 
 
The more physically able the participant was prior to the fall, the more motivated 
they were to return to that level of functionality. The participants that were 
independent and involved in either household management or hobbies, were eager to 
return to their duties and followed treatment strategies in order to regain this 
function. Conversely, those participants that were sedentary and didn’t have specific 
goals seemed to report taking longer to recover or even not recovering to pre-fall 
functionality.  
There was a prevailing notion that - the Doctor will do what needs to be done and 
that will fix me, throughout the interviews. When recalling the events of the acute 
hospital treatment, the majority of participants stated that the Doctor said that this 
surgery or this intervention needs to be done and that is what happened. When asked 
if they questioned or asked the Doctor about treatment options, none of the 
participants did this, they consented to the treatment strategy outlined by the Doctor 
without question. It is that these participants have become a passive participant in 
their own treatments… 
 
Phase 2 – Code Production: the goal of this phase was to produce codes that represent basic 
ideas pertinent to my research question (Braun & Clarke, 2006, 2012). I used the process of 
line-by-line coding for each interview in order to generate codes pertinent to my research 
questions on both descriptive and interpretive levels (see example in table 2). This coding 
was also influence by my educational and professional background of physiotherapy 
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(Hammersley & Campbell, 2012; Kitto, Chesters, & Grbich, 2008).  I produced a code for 
each small segment of interview data by selecting the relevant data and labelling it to 
describe what the data was in reference to. I used nNVivo qualitative data analysis software 
Version 11 (QSR International Pty Ltd, 2015) (nVivo), a qualitative data analysis computer-
based software package, to store the codes for the next phase. During this process, I made 
notes regarding the codes to theorised and interpreted meaning of these codes, in essence, a 
“codebook” (Boyatzis, 1998) which I combined with my note taking from Phase 1 (see 
example in table 1).  
Table 2: Line by line coding example 
Interview  Coding 
Well I had my phone in my pocket, which I’ll never go out 
without it again.  I was so lucky I had it in my pocket that 
day. And very lucky my husband had the phone – his phone, 
‘cause he doesn’t like taking it. And I knew I couldn’t move 
because my foot was not – didn’t look like really it was 
attached to my leg all that much. And, um, so I rang him and 
said, “I think I’ve broken my leg.”  So he and the fellow that 
was down there helping came up and carried me into the 
house and rang the ambulance and off I went to hospital. 
 
I couldn’t believe it.  I thought – and I wasn’t in pain, which 
was weird. I – I don’t know whether shock takes over and all 
that, I don’t know, but I didn’t feel dramatic pain or 
anything.  I mean, it probably was for an instant, but it’s not 
something that – that’s in my mind or anything, that I had 
pain, but it was just the way my foot was lying, I knew that it 
– I knew that it was broken, but when the ambulance man 
came, they didn’t think it was because I had movement in my 
foot.  
 
I thought oh, no, two; how could you have two broken 
bones?  And I’ve always felt that bone wise, I was healthy 
and that it wouldn’t – it wasn’t something that was – I 
suppose everyone thinks it’s not going to happen to them. 
But, um, yeah, so, yeah, that was fine and then they did the – 
well they done the X-rays and then they said that I’d have to 
wait for a specialist and I requested a specialist, ‘cause I was 
a private patient; he was on holidays. Then the resident 
doctor said to me, “The doctor that’s on today, if I had a 
broken ankle, I would want to see him,” and I said, “Oh, 
yeah, right,” you know, thinking they’d just tell me that. And 
Learnt to have a way to get help 
 
Luck to have a way to get help 
 
Knew she had a serious injury 
 
Serious injury needing help 
 
Needing help to get to safety 
 
Ambulance to hospital 
 
 
Could not believe she had serious injury 
 
Pain was not as much as expected for a fracture 
 
Saw that she had a serious injury but did not link the 
lack of pain with a serious injury 
 
Ambulance officer said it wasn’t broken she was 
hopeful 
 
Still denied it could be a serious injury 
 
 
Disbelief she had broken both bones 
 
 
Felt she was too healthy to fracture 
 
Did not think it would happen to her 
 
Follow instructions for investigations 
 
She wanted a particular Surgeon 
 
Was swayed out of her decision for her choice of 
Surgeon 
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he said, “I’m really being serious,” he said, “if I had a broken 
ankle, he’s a foot and ankle specialist,” he said, “and that’s 
who I’d like,” and I said, “fair enough, I’ll have him.” 
 
I stayed there. And, um, I was here, so I didn’t go to the 
theatre ‘til the next day, um, they reduced it, which was the 
most painful, dreadful experience I’ve ever had. Yeah.  I’d 
had Morphine and I’m – I must have a bit of an allergy to 
Morphine, ‘cause I vomit and I did tell them that that I – I’m 
not good with any of – anything – not that I’ve ever had it 
much, but I did have it once before. Something, but I can’t 
remember, and it made me sick and I’d say, “Oh,” but they 
gave me some and then, when it was so painful, they gave 
me some more and I was all woozy and I was – felt like I 
wanted to be vomiting, but but – what they did, was when 
they reduced it they just got hold of my foot and pulled it out 
like that to straighten it up and it – oh, I screamed, because it 
was the most dreadful pain I’ve ever had and fortunately, 
I’ve never had much pain, but I think I’ve got a fairly good 
pain threshold, but that was just dreadful, and he said – the 
doctor said, “The worst part of this, I’ve just got to do it 
again.”  I went oh. 
 
 
 
Doctor suggesting the Surgeon was good 
 
 
Agreed with the Doctor and did not have the 
Surgeon she wanted 
 
“they” did the treatment 
 
Experience was unexpected and painful 
 
Said she didn’t want a certain medicine 
Nurse said that medicine would help 
 
Agreed to take medicine even though she has had a 
previously negative experience 
 
Continued to feel pain 
 
Worse pain even though she considered herself to 
have a high tolerance 
 
Doctor needed to reduce the foot a second time. 
Even though the worst pain she has experienced, she 
agreed to a second reduction 
 
Phase 3 – Preliminary Theme Production: the goal of this phase was to collated and organise 
codes resulting in the production of preliminary themes that were significant to my research 
question (Braun & Clarke, 2006, 2012). I used nNVivo to manually organise the codes that I 
had generated in Phase 2 into folders in nVivo that developed into preliminary themes. These 
preliminary themes were organised into a table with names for each preliminary theme, a 
description of the preliminary theme and an excerpt from at least one interview that best 
conveyed the preliminary theme (see example in table 3). The description of the preliminary 
theme was at both sematic and interpretive levels, however, incomplete at this stage due to 
the need for continued analysis. 
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Table 3: Preliminary theme production example 
Preliminary theme Description Quote 
Following medical 
advice on discharge in 
order to not fall again 
or worsen injury 
The participants voiced that if they went against 
medical advice and did something they were not 
supposed to, like put weight through their 
fracture site, or did not follow advice to have 
family members help them, then they might 
make the injury worse or even fall again. 
 
Nancy voiced “I mean because I 
thought if I stay at home and I fall 
again, it might be worse next time” in 
regard to following family and medical 
advice about staying with family 
instead of returning home. 
Followed treatment 
plan without question 
In many of the interviews, the participants spoke 
as if the process of diagnosis and treatment 
happened to them rather than in consultation 
with them. Many felt that could not ask why they 
needed surgery, they just agreed to have the 
surgery, others felt uniformed to the surgical 
procedure, and some even felt like a hospital was 
a place you just did what you were told and did 
not ask questions. 
 
James reported about his surgery “I 
was a bit surprise that I was umm I 
wasn’t completely out I had a spinal 
block”, and Susan described the 
processes in hospital “chucked me into 
a ward… chucked me on the stretcher” 
treatment for fracture 
was painful and not as 
expected 
Participants commented how they found the 
initial recovery/treatment was not what they 
were expecting, with one participant mentioning 
that it took at lot longer than hoped to return to 
walking, and another saying that the process of 
diagnosing the fracture was very long and 
consisted of multiple scans. Another participant 
recalled in detail about the non-invasive 
treatment of having her fracture reduced in the 
emergency department, stating it was more pain 
then she had ever experienced. 
Sharon had a closed reduction in the 
emergency department and described 
“which was the most painful, dreadful 
experience I’ve ever had”.  
fear driving compliance 
of medical professional 
recommendations 
Participants spoke of fear of further injury if they 
did not follow the doctor’s instructions, some 
even feared not doing what the doctor said in 
fear of the doctor. When looking at these 
comments, a underlying lack of understanding in 
the treatment they received and lack of 
information from the professionals was a driving 
force for this fear. 
Sharon: “he said to me too, he 
probably frightened me too… Oh, did I 
ever.  I sat – every time – I sat most of 
the time… I tried to do exactly what he 
said. Eight weeks; how am I going to 
sit here for eight weeks?  I can’t sit still 
for eight weeks” 
Acute treatment was 
agreed to as was 
shown no other 
options 
Once again, the participants said they agreed to 
the treatment they received simply because they 
were told to. Most of the participants didn’t ask 
why or if there were any options, they thought 
that if the doctor was saying that it had to be this 
treatment then that was it. 
 
James: “I felt pretty awful I had broken 
my leg and not knowing what exactly 
would happen and the result of the 
fracture” 
Misunderstanding the 
scope of treatment 
and recovery 
Due to the lack of understanding with the initial 
treatment, many of the participants were not 
prepared for the recovery stage. Many thought 
that they surgery would fix the fracture and they 
would be back to normal function, were in reality 
they required many months of recovery and 
assistance from walking aids, family and other 
assistive devices. 
 
Judith: “and then when I got to 
hospital, um, I expected that they 
would set, um, set the ankle and I 
would come home…  Just set it and fix 
me up and send me home” 
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Phase 4 – Theme Production: the goal of this phase was to check for accuracy of previous 
coding, determine whether any further coding was needed, and to produce the final themes 
(Braun & Clarke, 2006, 2012). At this stage, preliminary themes and codes were reviewed for 
accuracy against the individual interviews and the entire data set of interviews. Followed by 
the next ten initial and final interviews being analysed through Phases 1 through to 4 as 
described. This process continued until I had completed all initial and final interviews up to 
Phase 4. Once all preliminary themes were produced and underwent review as described, 
Phase 4 continued, with the preliminary themes being analysed and reviewed, at which time, 
some of the preliminary themes were amalgamated into themes, and some of the preliminary 
themes were separated into more nuanced themes. Some of the preliminary themes remained 
as they were, and others were considered secondary to my research questions. From the 
preliminary theme table from Phase 3, a theme map was produced to aid in identifying 
relationships within and between the preliminary theme to produce these Phase 4 themes (see 
example in Figure 2).
 
Figure 2: Example of theme production - Mind map of how a theme developed from 
preliminary themes 
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As an additional measure to ensure trustworthiness of the analysis, my supervisors separately 
coded a random sample of interviews throughout this analysis process. These codes were 
checked and discussed against my coding to allow for inter-rater reliability, or 
trustworthiness, of the coding being produced (Kitto et al., 2008; Liamputtong Rice & Ezzy, 
1999), as well as a continued discussion on the production. 
Phase 5 – Analysis of Themes: In order to give meaning to the themes, I analysed each 
theme’s underlying meaning and surface meaning in line with my research questions, which 
was then documented and supported by direct quotes. The themes were then labelled with an 
informative name (Braun & Clarke, 2006, 2012), and presented in the results section of this 
thesis. 
Phase 6 – Dissemination: the amalgamation of the entire process and enabling the findings of 
the research to be reported (Braun & Clarke, 2006, 2012). I completed by way of 
presentations, publications and this thesis. 
 
3.2: PARTICIPANT RECRUITMENT PROCEDURE 
3.2.1: Participants 
My study aimed to recruit 15 men and 15 women from the intervention group of the 
RESTORE trial (Recovery Exercises and STepping On afteR fracturE) based on workings by 
Green and Thorogood (2009), who suggest that 15 to 20 participants is a sufficient sample 
size to obtain most ‘new’ data. 
Due to participants being recruited from the RESTORE trial, the inclusion criteria for my 
study was identical to that of the RESTORE trial (Sherrington et al., 2016), and is as follows: 
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Participants were men and women over the age of 60 years, who had a fall-related lower limb 
fracture within two years of commencing the RESTORE trial. Lower limb fractures included 
factures of the femur, patella, tibia, fibula, tarsals, metatarsals, and phalanges. 
Participants had to have completed all treatment and follow-up care prescribed by the 
attending medical officer whom they received their acute level treatment and they were not 
participating in any other exercise programs or studies. Participants could either live at home 
or in a low-level residential facility.  
Participants were tested by the Mini-Mental State Examination resulting with a score higher 
than or equal to 25, had a sufficient level of English, and no progressive neurological 
diseases. 
Participants had to be medically cleared to perform exercises and able to mobilise more than 
10 meters independently with or without a low-level mobility aid, such as a hand-wheeled 
frame, walking stick, or crutches. 
3.2.2: RESTORE Trial Recruitment and Intervention 
This overview outlines information of the RESTORE trial pertinent to my study and each of 
the areas in which I was directly involved in as one of the research physiotherapists for the 
RESTORE trial. The inclusion of this section identified the intensity of the RESTORE 
exercises, as well as the duration and self-management features of the RESTORE trial of 
which my study is directly linked by aiming to identify the experience of the participants 
undergoing this intervention. 
Recruitment into the RESTORE trial was conducted at public hospital fracture clinics, 
Orthopaedic Surgeon and General Practitioner referrals, and advertisements. Initial contact 
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was made to participants meeting the inclusion criteria and was done via mailout. This 
included an introductory letter from the area health service with consent to contact form, 
information sheet, consent form, and revocation of consent form (appendices A to D). 
Recruitment proceeded once consent forms were received via reply mail. The participant 
information sheet (appendix B) included information relating to my interviews. 
The initial assessment consisted of questionnaires and physical assessments carried out by the 
research physiotherapist. This including muscle strength testing, balance testing, functional 
measures, quality of life measures and falls risk assessments (Sherrington et al., 2016). 
Following the completion of the initial assessment, participants were randomised into the 
intervention group or the non-intervention group.  
Participants in the intervention group received a semi-structured exercise program prescribed 
by the research physiotherapist. They received ten treatment sessions, three follow-up phone 
calls and were asked to complete a daily calendar indicating their exercise performance over 
the twelve-month trial period. The exercise program included lower limb strengthening in 
both sitting and standing positions, lower limb flexibility exercises, upper limb strengthening 
exercises in both sitting and standing positions, upper limb flexibility exercises, sitting 
balance exercises, standing balance exercises including both static balance and dynamic 
balance, mobility training, and endurance training, as per study guidelines. The repetitions 
and sets were dependent on the individual participant and exercises were adjusted depending 
on the individual. Participants were given the option of attending a local Stepping On 
program or receiving the Stepping On program individually by the research physiotherapist 
during this period. The Stepping On program consisted exercises, education and discussion 
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led by health professionals, inclusive of safety with exercise, hazards at home and in the 
community, footwear, vision and medications (Clemson & Swann, 2008).  
Participants in the non-intervention group continued with usual care throughout the course of 
the 12-months. These participants were not contacted nor participated in my study. 
A final assessment was similar to that of the initial assessment was completed at 12-months, 
which marked the conclusion of the RESTORE trial. 
3.2.3: Recruitment Process 
Prospective participants in my study were recruited simultaneously with the RESTORE trial 
described previously. 
Once participants were randomised into the intervention group of the RESTORE trial, I 
contacted them via mailout inviting them to participate in this study. This included a brief 
overview of the study and interview structure and participants were asked to return a consent 
to contact form agreeing or disagreeing to be contacted about participating in this study 
(appendices E and F). The participants that agreed, were contacted via phone where any 
questions relating to this study were answered. At this time, verbal consent was obtained to 
arrange a time for me to come to their home to conduct the interview. Those participants that 
disagreed to participate in the interviews, continued with the RESTORE trial and were not 
contacted regarding this study again. If neither response was obtained, a second letter, 
including the information sheet and consent to contact form was sent (appendices E to G). If, 
again, no response was received, the participant was considered to have declined to be 
contacted and were not contacted regarding my study again. 
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As my study was included in the RESTORE trial, information pertaining to my study was 
included participant information handouts (appendix B) for which informed, signed consent 
was obtained from. Since my study was part of the RESTORE trial, if consent was revoked in 
the RESTORE trial, it was automatically revoked from my study. 
On my arrival to the interview, the participant was asked to verbally consent to participating 
in my study, along with written consent being obtained. 
No money or gifts were received by the participants for taking part in my study. It was 
communicated to all participants that their involvement in my study would not reflect nor be 
discussed with other research physiotherapists or participants of the RESTORE trial. For all 
intents and purposes that the RESTORE trial and my interview results were separate. 
 
3.3: DATA COLLECTION 
Two interviews were conducted for each participant – the initial interview and final 
interview. Participants were interviewed twice in order to determine if the intervention 
influenced their outlook on exercising. Both interviews had a different focus. I used the initial 
interview as a review of what had happened and their experience with falling, their initial 
recovery, and a way to understand their feelings regarding exercise prior to the intervention. 
The final interview focused on their feelings toward the self-managed year-long exercise 
program intervention and being involved in this frequent exercise. 
Invitations to participant in my study were initiated within one week of the participant being 
randomisation into the intervention group of the RESTORE trial. The initial interview was 
then conducted within a month of consent being obtained. 
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On conclusion of the RESTORE trial, each participant of my study was contacted to arrange 
the final interview. This interview was conducted within a month of concluding the 
RESTORE trial. 
3.3.1: Interview Protocol 
When I arrived at the participant’s home, the participant was asked where they would like to 
sit during the interview and where they would like me to sit, allowing them to be comfortable 
and secure with the process (Green & Thorogood, 2009).  At this stage, I had met some of the 
participant during the initial assessment of the RESTORE trial or I had at least spoken with 
them over the phone on at least one occasion. Some of the participants had received their first 
RESTORE treatment session as guided by me. Prior to the start of each interview, I sat with 
the participant and had a short discussion about general topics, including a discussion about 
my career background, namely being a physiotherapist. This was to commence building the 
rapport between the participant and myself prior to commencing the interview. Interviews 
were aimed to be conducted on a one-to-one basis: interviewer-to-participant, however this 
was not stipulated, and family members would not be asked to leave during the interview. 
There was no time limit placed on the interviews. The duration of each interview was 
estimated to be 60 minutes as stated in the information sheet handed out to participants 
(Appendix B) and aimed to be at a minimum of 30 minutes. 
Prior to commencing either the initial interview or final interview, a brief description of the 
interview topics were conveyed to the participants and they were invited to ask any questions 
related to this study (Rubin & Rubin, 2005). The participants were again asked if they were 
comfortable with having recording devices used for the duration of the interview and they 
were shown the recording devices. Only the interview was recorded, prior and subsequent 
conversation were not recorded. The participant was informed when recording commenced 
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and concluded. All interviews were to be recorded, including a back-up device for recording 
to prevent loss of data due to any unforeseen technical issues. A mobile phone with a 
recording application, set to aeroplane mode, was one of the recording devices used, the 
second a Livescribe Smart Pen with notebook. 
During the interviews, the RESTORE trial was referred to as the RESTORE program rather 
than a “trial” to maintain consistency with written information participants had received and 
to ensure the participant did not feel there were “right” or “wrong” answers or conversation 
topic during the interview. 
Both the initial and final interviews were semi-structured. Both being guided by a set of base 
questions. The way in which these questions were worded evolved into a more efficient and 
productive way over the first three interviews. The aims for the initial and final interviews 
were specific with a discrete set of questions to explore these aims, with the intent to explore 
a longitudinal view on exercise of the course of the year. 
The initial interview was to explore participants experiences prior to their involvement in the 
RESTORE trial exercises, including perceptions of their fall, initial recovery and treatment, 
returning home after their fall, and their current perceptions on exercise and physical activity. 
This included the following questions: “Can you tell me about your fall?”, “Can you tell me 
about when you got home from hospital after your fall and fracture?”, “Are you afraid of 
falling?”, “Have things changed since having a fall?”, and “How do you feel about 
exercise?”. 
The final interview was to explore participants experiences of the RESTORE trial: “Can you 
tell me about the past year?”, “Are you more or less physically active?”, “Have there been 
any changes in your health or life in general?”, “Have you had any falls?”, “Are you afraid of 
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falling?”, “How do you feel about exercise?”, “What, if anything, stopped you from doing the 
exercises?”, “Did you find it beneficial that I continued to come and check in with you about 
the exercises over the year?”, “Are you happy with your decision to participate in the 
RESTORE program?”, What did you like or dislike about the RESTORE program?”, “Is 
there anything you would change about the RESTORE program?”, “What did you like or 
dislike about the Stepping On Program”, Why did/didn’t participate in the Stepping On 
program?”, “Do you think the RESTORE program impacted on your life and how?”, “Would 
you be willing or able to continue with the RESTORE program long term without my 
continued input and guidance?”, “Do you think it is feasible for someone like yourself to 
continue these types of exercises long term?”, “Can you tell me how the RESTORE program 
compares with other programs you have participated in?”, and “Can you tell me about your 
thoughts about the RESTORE program being performed in your home, as compared with if it 
was done out in a community setting?”. 
A variety of follow-up questions and probing questions were used to further investigate the 
meaning of statements given by participants and at times to clarify answers given (Rubin & 
Rubin, 2005). These included, but where not limited to, “can you tell me more about that?”, 
“what did you mean by…”, “what were your thoughts when…” and “how did it make you 
feel when…”. 
Notes were taken during the interview to assist with covering topics mentioned by the 
participant, and to prompt further clarification of a topic mentioned by the participant if it 
was said as a passing statement (Rubin & Rubin, 2005). This was done with the Livescribe 
Smart Pen, which allowed me to source the timestamp of each note made during the 
interview to allow for a more thorough review. 
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After each interview, I wrote field notes. I ensured that these were not done in the presence of 
the participant but completed these as soon as possible after each interview. The field notes 
included my general impressions of the interview, comments regarding the environment the 
interview was held, the presence of other people or family members, the body language and 
location of the interviewer compared with the participant, and any other pertinent information 
that I deemed to influence each individual interview (Creswell, 2013; Schwalbe & Wolkomir, 
2003). These field notes were then collated into a reflective journal (Table 1). 
3.3.2: De-identification of Participant Data 
On completion of the initial interview, each participant was allocated a code. This code was 
“LW”, to signify that it was my study, and ordered a numeric code commencing with “01” 
for the first initial interviewed participant. For example, the fifth person to complete the 
initial interview was coded “LW05”. Further to this, each initial interview recoding was 
further labelled with an “I” and each final interview recording with an “F”. For example, the 
fourteenth participant’s initial interview recording was coded “LWI14”. 
To further de-identify the participants for reporting the completed analysed data, each 
participant was allocated a pseudonym. Each pseudonym was randomly allocated without 
repetition and without coinciding with a participant’s actual name. Names chosen for the 
pseudonyms were selected from an online database of popular names from the decade the 
individual was born. 
3.3.3: Transcription 
I transcribed the first three interviews verbatim, in order to understand the process, and to 
understand and re-listen to the interviews. The remaining interviews were transcribed 
verbatim using an external transcription company, by uploading an electronic copy of each 
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recorded interview onto their secure website, see page v. The transcribed interview was saved 
in a word document which I then downloaded and stored on a password protected computer. 
No personal details of the participants were given with the interviews, as each of the 
electronic copies were de-identified and coded, as previously described, prior to upload 
(Creswell, 2013). Only the information contained within each individual interview was privy 
to the transcription company, and a written statement of confidentiality was signed and 
received from the transcription company prior to any data being uploaded (appendix H). 
I checked all transcribed interviews against the recorded interview for accuracy and adjusted 
as required to authentically duplicate the content and context of the participants’ interviews 
(Braun & Clarke, 2006). 
All transcribed interviews were then formatted and uploaded into nVivio which was secured 
on a password-protected computer. The nVivo software package was used for data storage, 
applying coding, thematic organisation and pictorial output due to the large amount of data 
obtained (Creswell, 2013). The nVivo software was not used to generate coding or themes 
through any of its automated processors. 
 
3.4: CONFLICT OF INTEREST AND REFLEXIVITY 
I was employed in paid work on the RESTORE trial as a research physiotherapist involving 
all aspects of the RESTORE recruitment and data collection phases, including: recruitment 
letters and phone calls, AMPAC assessments, conducting initial assessments, final 
assessments, prescription of exercises for the intervention group, and conducted follow-up 
treatments, phone calls and sent completion information. This paid work did not extend into 
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any aspects involved in my study. I did not do this work for all participants in the RESTORE 
trial, nor my study. 
At no time prior to the invitation to participate in the interviews were the participants aware 
of my involvement with the interviews. The notification to consent or decline was done 
through mailouts and reply mail to a PO Box listed under the leading researcher of the 
RESTORE study. My study was only discussed with participants after they agreed to partake 
in my study. For those that declined, my study was not discussed. 
From the outset of my study, it was known of my involvement in the RESTORE trial. To 
recognise this and to address issues of bias, my study was approved by the human ethics 
committee as specified in section 3.5 – Funding, Privacy and Ethics. As such, participants 
were not coerced into participating in my study as participation invitation and 
acceptance/rejection was completed via mailout and return mail. Furthermore, my 
involvement in both the RESTORE trial and my study were discussed with participants after 
consent was obtained to participate in the interviews and they were given the option to revoke 
consent at any time either in person or via mailout. Each participant of my study was aware 
that for all intents and purposes the two studies were separate with neither having bearing on 
the other’s participation – for which I made this explicit to each participant prior to the initial 
interview. In addition, there were no differences in the experiences of exercise expressed 
between those that I was the research physiotherapist and for those that I was not the research 
physiotherapist. I believe that for those participants that I was a research physiotherapist for 
in the RESTORE trial that I had a longer time to build rapport, however, I believe that a 
sufficient rapport was also establish between myself and the participant of whom I was not 
the research physiotherapist in the RESTORE trial. I feel that this rapport between the 
participant and myself was enough to elicit honest responses and candour. In some instances, 
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where family members were present at the interview, the feelings expressed, both positive 
and negative, were echoed by the family member. 
I believe that my work in the RESTORE trial did not overall bias the outcome of my codes or 
theme production. Firstly, I was unaware of the RESTORE trial final assessment results and 
as such was not aware if the RESTORE exercises were beneficial in improving strength, 
balance or prevention falls. Furthermore, my professional interest as a physiotherapist and my 
belief that exercise is beneficial in improving activities of daily living, mobility, extending 
independence and reducing falls was my motivation to conduct my study, however, I feel that 
I present here the interpretations of the participants in my study, and not that of my own.  
 
3.5: FUNDING, PRIVACY AND ETHICS 
My study did not receive any direct funding; however, I received a variety of grants and 
funding schemes (see page vii) to assist with various costs involved, including travel and 
transcription. The RESTORE trial was a recipient of a NHMRC-funded grant 2010-2012 
number 570886.  
All personal information and data collected was stored in locked filing cabinets and on 
password-access computers. Only the research team were privy to identifying information.  
Human Ethics for this study was approved under the RESTORE study human ethics 
approval, AU RED Reference SSA/09/HARBR/58 and NEAF reference 
HREC/09/HARBR/57, research protocol number 0905-089 M (see page v and appendix I). 
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Chapter 4: Results 
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4.1: PARTICIPANTS 
Participants were recruited and engaged in my study from July 2011 through to August 2014. 
In total, 33 participants were recruited into my study, with 26 completing both the initial 
interview and the final interview (Table 4). Of the seven participants that did not complete 
the final interview: three withdrew from the RESTORE trial intervention as they no longer 
wanted to perform the exercises, one passed away, and three were excluded from the 
RESTORE trial due to a decline in cognition below that of the inclusion criteria and 
consequently did not follow intervention protocol. I was the research physiotherapist on the 
RESTORE trial for 19 of the participants, with the remaining 7 being treated one of the other 
research physiotherapists. Results presented here include only the 26 participants that 
completed both interviews and the RESTORE trial. 
Of these participants, 14 were women (54%) with an average age of 69 years (age range of 63 
to 82) and 12 were men (46%) with an average age of 77 years (age range of 62 to 92). 
Geographical location of the participants included six from the Greater Hunter Region (6 
women), 12 from Newcastle (5 women, 7 men), three from the Central Coast (1 woman, 2 
men), and five from Sydney (2 women, 3 men) in New South Wales, Australia. Over half of 
the participants lived with their spouse (n=17, 65%), eight women (47%) and nine men 
(53%). The remaining nine participants lived alone, six women (66%) and three men (33%). 
Table 4 shows individual patient demographics. 
All participants had a lower limb fracture as a result of a fall, of which have been grouped 
into four categories: hip fracture, knee or mid tibia/fibula fractures, ankle fractures, and 
foot/toe fractures. Fracture types are specified in Table 5. The distribution of fracture type 
included, nine hip fractures (3 women, 6 men), two knee or mid tibia/fibula fractures (1 
woman, 1 man), 14 ankle fractures (9 women, 5 men), and one foot/toe fracture (1 woman). 
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As a result of the fracture, 18 participants underwent surgery, of which nine were women and 
nine were men. 
Interviews ranged in duration from 20 minutes to 65 minutes. Each interview was conducted 
within the participants home with three participants’ spouses being present for the interview.  
Pseudonyms were allocated prior to dissemination of results, a search for the most common 
names within the decade of birth for each participant was randomly selected and allocated 
(Table 4). 
Table 4: Participant demographics 
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Table 5: Fracture grouping details and fracture sites 
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4.2: PRIMARY THEMES 
Six main themes emerged from this thematic analysis, which addressed the primary aims of 
my study. 
Themes one to four identified what these older people considered important for exercising as 
they age:  
Theme 1: We need to exercise as we get older 
Theme 2: Accepting and adapting changes in activity level and ability as we age 
Theme 3: Exercise enabled us to be more active 
Theme 4: Older men and women experience group exercise differently 
Theme five identified the underlying motivation:  
Theme 5: Older men and women focus on different factors to motivate recovery  
Theme six identified the characteristics which these participants felt were necessary to 
complete an exercise program: 
Theme 6: We will do exercises that are achievable, beneficial, and routine 
 
Theme 1 – We need to exercise as we get older 
There was a consensus between all participants for the need to partake in exercise as they get 
older. Exercise was a way to continue doing the tasks and hobbies that each participant felt 
was important to them, enabling them to have the lifestyle of their choosing. This importance 
of exercise was perceived in three ways: to prevent future falls, being integral to 
independence, and a way to ‘keep going’. 
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Firstly, the importance of specific exercises and performing them correctly was viewed as an 
important component to prevent falls. Kathleen exemplified this “it would get me more 
exercises to do and to get it right.  I don’t want to have another fall and break another hip”. 
Prevention was described through an awareness of exercising and increased confidence by 
improving everyday tasks. Carol described that she was made more aware of the importance 
of specific exercise targeting balance compared with her original perception of just walking 
for exercise: “I was already exercising, well, walking but, yeah, just to keep your balance, 
things like that”. Likewise, Joseph felt more confident as he was able to do more: “I’m 
starting to get my old leg muscles back up again a little bit more, whereas before, I couldn’t 
get down to – to do the, socks and shoes on this leg, I feel that this knee is getting better.  So I 
do feel it’s doing me a – improving things, you know”.  
Secondly, exercise was also seen as a way to become independent and returning to a 
functional level acceptable to the lifestyle each participant wanted. Each participant had 
different goals in which they focused on in order to regain their chosen lifestyle, from caring 
for family members to maintaining the household. For George, it was important for him to be 
able to do maintenance of his garden and house, “I’ve been working in the garden over the 
last couple of days, lifting pavers. I’m real excited about that… I can do things that I didn’t 
think I could do… as far as being more stable walking”. For each of the participants, their 
chosen lifestyle was closely linked with the ability to be independent, for which they viewed 
exercising to be the way for this independence to be achieved. 
Thirdly, exercise was perceived to maintain current function as they aged. It was described by 
a number of participants as a way to “keep going”, with Betty explaining that exercising 
“made me more aware of it [exercise] and more respectful of it.  Um, and how important it 
is, and how important it is to keep doing it”. This recognition that daily activities would not 
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be enough effort to sustain the function they required for their lifestyle, instead realising the 
need for exercises to maintain this function. 
The perceived importance of exercise described here was dependent on the stage of recovery 
in which the participate was presently at. For those participants that focused on exercise 
being a way to become independent and to prevent future falls, they were limited in their 
function compared to before their fall. Alternately, those participants that found exercise 
important to maintain function, considered themselves to be at a functional level equal to that 
prior to falling.  
 
Theme 2 – Accepting and adapting to changes in activity level and ability as we age 
All of the men and women described accepting the decline in their ability and need to change 
the way in which they performed certain activities after falling. Even though it was firmly 
asserted that they would continue to do their selected activities, there was an acceptance by 
them all that they would either be more cautious or need to adapt the way in which they 
participated in these activities as they age. 
The participants described a cautiousness to avoid future falls when doing activities, with 
suggestions that falling, decline in strength and fitness, as well as poor balance are all a part 
of ageing. A common sentiment which was echoed in the interviews: 
“because as you get older, well you're more likely to fall. As you get older, 
you know, you maybe get a bit more clumsy or your balance sort of is not as 
good as it used to be”. (Nancy) 
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Furthermore, there was an overall view that tasks may need to be adapted in order to continue 
to participate in a chosen activity. These participants conceded that as they age their body 
strength and fitness levels would further decline, resulting in the need to do tasks slower or 
adapt them. In this example, Harold described his need to slow down: “I was a lot slower 
than I was before and I was already slowing because of simple blooming old age”. Whereas, 
other participants chose to adapt the task in order to continue, this example is how Janet 
adapted tasks to make them easier with her declining strength: “I realised I’ve got to think of 
different ways to do things. I have to look for an easier way to do things as my bodily strength 
changes. And I’ve become very aware of how my body’s changing.  I’m not as strong as I 
used to be. And that’s part of ageing”. 
Despite this acceptance of their changing activity levels and abilities as they age, the 
participants felt that they were able to do the tasks as they would have at a younger age, even 
though they recognised that their body could not. Joyce described how her family was 
encouraging her to slow down and even though she agreed with them, she said “it’s still 
frustrating…. Well, in my mind I’m not any older than 20s.  But in my body age I’m 76.  And 
it doesn’t like performing like a 20 year old anymore”. This conflict between body and mind 
was evident, however, these participants accepted that with getting older they would need to 
“slow down” or adapt tasks in order to continue their chosen lifestyle. 
 
Theme 3 – Exercise enabled us to be more active 
As a result of completing the exercises, these participants considered themselves to be more 
active. This perceived increase in activity was associated with their perceived increase of 
strength, balance, and general fitness. With some of the participants listing what activities 
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they can now do: “And I mean I'm getting around the shops and all of that sort of thing with 
the walker… I've gone up to eight minutes of riding the bicycle. So - because I like riding 
bicycles” (Ann), and others making a generalised comment on how they were feeling more 
active: “it’s good because it’s encouraging me to do more exercise” (Carol). 
As a result of this, they felt more confident. For these participants, this ability to be more 
active was an important component of performing exercises after having a fall and fracture. 
This was expressed by all the participants with a focus on the fact that exercise did not 
directly decrease their awareness of falling or build their confidence, but rather the ability to 
be more active leading to these attributes. With Kathleen, she described that the exercises 
allowed her to be more active “Well it would make me, probably more relaxed about, going 
out and doing things. Not that it stops me now”. Likewise, Judith dismisses a lack of 
confidence relating the use of stairs “I’m not more confident on stairs.  I think I’m probably 
better on the stairs though but I’m not more confident”. This denial of specific phrases like 
“fear of falling” or “lack of confidence” was frequent, with the participants placing a higher 
value on independence and improved function. 
 
Theme 4 – Older men and women experience group exercise differently 
Only four men and 11 women participated in the group exercise. Of these participants, there 
was a consensus between the men, that they experienced a competitive environment, 
whereas, the women expressed experiencing comradery by being in the company of the 
group. 
The men suggested that by being in a group performing exercises and discussing falling, they 
felt a need to “accept the challenge” and feeling “encouraged” to excel within the group, 
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with Richard explaining that “if they can do it, you can do it”. There was an awareness that 
the competitive environment may have a negative impact, with George saying that at times he 
became “over ambitious” with certain exercises due to the competitive environment. Despite 
this, the need to “watch what they’re doing and you’ve got to keep up with them” incited 
George’s competitive nature within the group setting. 
Conversely, the women sought the comradery of being in a group setting when exercising or 
discussing falls. Descriptions of “fun” and “companionship” led to the women feeling 
comforted in the group and feeling safe to exercise and discuss falling. 
“It’s just company.  Well, I’d make up a song and sing that, then they’d all 
sing it too”. (Joyce) 
These differing views between the men and women were expressed to be important factors to 
continue within the group setting, with a competitive environment at times being a cause of 
withdrawal from the exercise group. For these two women, they did not experience 
comradery within their respective group. In fact, they experienced a competitive 
environment, where they were able to complete the exercises easily without assistance, 
compared to others in their group who had difficulty with the exercises and at times either 
needing assistance to complete the exercises or could not complete the exercises. This led to 
these two women withdrawing from the group: 
“they kept saying, “Oh, look at her.  She can do that.  She can do this.”  I 
felt embarrassed that I could do them and they couldn’t” (Sharon) 
These two women expressed that they could easily perform the exercises prescribed to the 
group. However, these women did not associate their decision to withdraw from group 
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exercise based on the fact the exercises were not challenging, they only commented that it 
was the discomfort they experienced from the competitive environment. The lack of 
challenging exercises may have contributed to their withdrawal from the group setting; 
however, it was not what they expressed to be their reason for withdrawal. 
 
Theme 5 – Older men and women focus on different factors to motivate recovery 
All the participants voiced a concern about being unable to perform specific activities, with 
the types of these activities differing between the men and women. These different factors 
motivating recovery were influenced by the roles of which these men and women have lived 
their lives. The roles of the men, who worked and financially supported the family, compared 
with the roles of the women, who cared for the family and cleanliness of the home, was 
strongly reflected in these motivating factors. Furthermore, the way in which these men and 
women emotionally coped with these changes was different, with the women speaking 
negatively about the changes in their role, compared with the men who did not, and 
seemingly accepted their altered role. 
For the women, they were concerned with how their home duties were going to be done. This 
role of being responsible for home duties was evident throughout. Expressions of concerns 
surrounding how the cooking and cleaning would be done, with comments “that’s not a 
man’s thing” central to their roles and beliefs. These women were motivated to recover in 
order to return to these home duties and recommence caring for the family, or even to 
maintain a sense of pride of their tidy and cared for home. 
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“It’s usually me looking after other people, it’s not me. I always get lunch 
for my husband, so I like to be here to do that, it’s something I think is like 
part of my job to do that” (Sharon) 
On the contrary, the men were concerned by not being able to return to their hobbies and 
group activities in which they participated in prior to falling.  
“I thought more how am I going go not cycling and not walking because it 
was pretty obvious that it was going to take quite a while to get there” 
(James) 
All of the participants acknowledged the need for support to aid their recovery, however, the 
women responded to this dependency negatively, with signs of depression and loss of self 
and identity. The acceptance of this dependency during their recovery was strongly vocalised 
as a temporary stage.  
“I hate not being able to do anything independently. I'm an avid reader and I 
never read a single book. I mean I couldn't cook a meal, I couldn't do the 
washing, I couldn't hang the washing. My husband had to do all that for me. 
Everything I had to have just about everything done for me. I don't think I 
want to live that long if I get like that. That's true.  I don't.” (Judith) 
This shift in role from being the carer of the family to being cared for by the family was seen 
negatively by these women as they saw home duties as their role and felt uncomfortable with 
their family “doing it for them”. The women’s personal identity was closely linked to their 
belief of their life roles of being the caretaker of the home and family and in the value of their 
care they provided to their family.  
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In contrast, the men accepted this support without feeling perturbed by the assistance, which 
was exemplified by statements such as “it took a bit of a while to get over” and “people give 
you a hand, and all that”. The men were able to accept their dependency during recovery 
without changing their role at home. Unlike these women, who’s role of being the carer was 
reversed, these men continued in a role of which they were more accustomed to, namely, 
having meals prepared for them and being cared for within their home. 
 
Theme 6 – We will do exercises that are achievable, beneficial, and routine 
All the participants discussed what made exercising important and meaningful to them, this 
resulted in three categories: the exercises needed to be physically possible for them to 
complete (achievable); the exercises had to result in a positive change and make completing 
everyday tasks and undertaking their hobbies easier (beneficial); and the exercises had to be 
prescribed in a way that they were able to complete the exercises independently and able to 
incorporate them as part of their daily activities (routine). The importance of these three key 
elements informed how these participants acknowledged the benefits of the exercise program, 
furthermore, with these elements, these participants believed that they would be able to 
continue the exercise program long-term. 
Initially participants felt uncertain of what to expect and if they could physically comply with 
the regiment of the RESTORE program. However, once exercises were prescribed and 
performed, the participants view pleasantly changed as they were successfully able to 
perform the exercise. 
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“I expected that there would be some exercises involved, I didn’t know what 
and I’m quite happy that they are quite simple exercises and quite happy to 
go along with those” (Richard) 
The exercises were considered beneficial if they improved functional tasks. The described 
benefits varied between participants and included improvements in mobility “If I hadn’t had 
those exercises, I don’t know what would have happened.  I probably would have still been 
hopping around”, balance “ensure your stability” and “a surety on my feet”, strength “my 
legs are a lot stronger and, I can go around the supermarket now”, endurance “And now I 
can, virtually, walk unlimited distances”, awareness “made me realise what I can’t do”, and 
the absence of falling “well everything has been good because I haven’t had any falls”. 
Despite the type of improvements perceived, each of the participants found that the benefits 
gained by the exercises was enough to continue to do the exercises. 
The integration of the exercises into the participants’ routine was an essential component for 
long term engagement. All except one of the participants incorporated the exercises into their 
routine which inevitably improved their ability to self-mange the exercises. The participants 
found that if they completed the exercises at a specific time each day or during certain daily 
tasks, that they found it became ingrained within their routine. 
“I don’t mind doing it.  I do the balance exercises when I get up while I’m 
having breakfast in the kitchen and sometimes during the day I’ll do the 
strengthening ones in here” (Arthur) 
Overall, these participants were dismissive when asked about exercise location and continued 
supervision. They were more focused on whether the exercises were beneficial “they 
certainly did a job” (Richard), achievable “it hasn’t stopped me doing anything, and you can 
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do the exercises whenever you want, how - how much you want, how - whatever time of the 
day you want” (Sharon), and could be incorporated into their daily routine “some of the 
exercises I can do while I’m in the kitchen preparing dinner or waiting for things to come to 
the boil.  So yeah, it’s very practical” (Carol) when specifically asked if they would continue 
exercising. 
 
4.3: SECONDARY THEMES 
The themes which emerged from this thematic analysis addressing the secondary aims all 
aligned with current literature and resulted in concurrent views between these men and 
women. Three themes are presented here, including: 
Secondary Theme 1: Falling was unlucky 
Secondary Theme 2: Treatment outcomes were not as expected 
Secondary Theme 3: We are not fearful, we are cautious and aware of falling 
For both the primary themes and secondary themes, the initial interviews predominantly 
resulted in the findings linked with perceptions of falling (secondary themes 1, 3), recovery 
after falling (secondary theme 2), and ageing (theme 2). Compared to the final interviews 
predominantly resulting in findings linked with exercise (themes 1, 4, 5, 6). There was minor 
overlap of the initial and final interviews in regard to theme 3, however this was not the case 
for the majority of participants, with the theme predominantly discussed in the final 
interviews. 
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Secondary Theme 1 – Falling was unlucky 
An overriding consensus between all of these participants was that their fall was a 
circumstance of luck. They felt unlucky that they fell rather than considering the underlying 
cause of their fall to be a result of an intrinsic weakness.  
“stupidly I stepped back and just caught the lip off that path. And over I 
went… I thought what rotten luck” (Harold) 
In this example, Harold expressed the notion that the task of clipping the hedge was 
something that he had done on numerous occasions without falling, and he suggested that the 
time he did fall was not something that he could have avoided as it was to him “rotten luck”. 
For each of the participants, they described the mechanism of falling as unlucky rather than 
due to intrinsic factors, such as poor balance or decreased strength. The participants did not 
acknowledge onus of their fall, rather they expressed fault in extrinsic factors, such as a dog 
tripping them over or a wet patch on the floor, of which they were unable to control, as they 
believed that in that instance that they fell, it was chance, and nothing could have prevented 
their fall. This belief in being “unlucky” to fall was further exemplified through discussions 
of strong bones and overall good health. This was exemplified by Sharon, who considered 
herself in good health with strong bones, “how could you have two broken bones?  And I’ve 
always felt that bone wise, I was healthy and that it wouldn’t [break]”. She felt ashamed that 
she had fractured both the tibia and fibula, as she thought her health would prevent serious 
injury. As part of her recovery, Sharon underwent further bone density screening tests, which 
she discussed later in her interview: “I haven’t got any problems with osteo or anything like 
that. As a matter of a fact, the report said, “I don’t think this woman will ever have 
osteoporosis””. This further embellished feelings of misfortune of having a fall and that the 
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fall was not linked with poor intrinsic factors, rather extrinsic factors, of which they had no 
control over. 
This notion of being “unlucky” was consistent for these participants, even though there were 
differences between physical ability and perceived risk of falling neither considered 
themselves as frail or dependent. For example, Carol was more cautious of falling when 
walking her dog outside in bushland “sometimes when I walk the dog and she goes a bit fast 
and if we are in the bush and there are roots sticking out of the ground and that yeah I’m 
very weary of that too”, whilst Ann perceived her falls risk when walking up or down the 
curb with her frame “going up and down the curb is a bit of a worry, but, you know, 
especially with a walker. Um, because the curb is so high, um, but apart from that, no, not 
really”. However, both Anne and Carol categorised their falls as unlucky. Although Ann was 
dependent on her frame to walk, compared to Carol who walked unaided, this demonstrated 
that independent of physical ability and perceived risk, that the notion of being unlucky to 
have fallen was present with these participants. 
 
Secondary Theme 2 – Treatment outcomes were not as expected 
The participants’ lack of understanding of their treatment after falling was two-fold. Firstly, 
they had an expectation that the treatment they received would cure their injury without 
needing to do anything to assist with the healing. Secondly, the participants expressed a lack 
of understanding and willingness to question the procedures surrounding their hospital 
admission, including diagnosis, treatment, and operative management. 
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The expectations of these participants after they fell was that they would receive treatment for 
the fracture and then they return home with the same functional abilities as they had prior to 
falling: 
“then when I got to hospital, I expected that they would set, set the ankle and 
I would come home…  Just set it and fix me up and send me home” (Judith)  
When discussing their treatment, whether non-operative or operative, none of the participants 
thought that they would have to perform exercises or walk with an assistance aid in order to 
recover. Like Judith, the onus of the participants’ recovery was placed solely on the medical 
professionals, with the expectation that treatment and recovery would be done for them. 
There was an overriding lack of understanding of hospital procedures and treatment 
prescription. Even though informed consent was obtained, these participants lacked a level of 
understanding of how the treatment would be performed and how it would impact on their 
lives. Twenty-five of the participants expressed a lack of understanding of procedures at 
various times throughout their hospital stay and admitted to giving consent to their treatment 
without asking further clarifying questions.  
“I knew my knee was hurting but I thought I’d done damage to my head 
more than anything else so I wanted to get that examined more than anything 
else. But according to the hospital, that was the minor matter” (Richard) 
Richard described feeling unable to do anything about his situation, whether it was how long 
he would be waiting or that he was more concerned about the injury to his head, even though 
the focus of the medical treatment he received was for his knee, he did not question the 
medical professionals. Likewise, James’ experience of his surgery was unexpected in that he 
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was awake during the surgery, “I was a bit surprise that I was umm I wasn’t completely out I 
had a spinal block I was umm awake through the whole operation”. James lacked the 
understanding of his surgical procedure which inevitably was different to his expectations. 
Only three participants discussed questioning their medical procedures during their hospital 
admission. With the differentiating factor that these three participants had experienced a 
hospital admission either personally or through the admission of their spouse, which they 
explained, gave them an understanding of how the hospital system worked. These three 
participants discussed feeling confident with questioning various procedures throughout their 
hospital experience, however, even though they all felt uneasy with a procedure, they 
inevitably consented.  
“The anaesthetist said, ‘Oh, I’m going to give you an epidural,’ and so I 
immediately said, ‘Oh no, I don’t want one of those’… it was that terrible 
feeling of being out of control.  So she [the anaesthetist] said, ‘How long ago 
was that?’  And I said, ‘Oh, 35 years,’ and she said, ‘Well things have 
changed since then’ Anyway, she gave me an epidural.” (Gloria) 
 
Secondary Theme 3 – We are not fearful, we are cautious and aware of falling 
All the participants were adamant that falling would not prevent them from doing the 
activities they wanted to do. They associated being fearful with being unable or fragile, and 
as such, thought that being fearful would prevent them from doing the activities they wanted 
to do. The participants voiced strong objections towards the word “fear” to which they 
clarified that they had an “awareness” of falling or they were “wary” or “cautious” of falling 
and not fearful. 
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“I'm not afraid of falling.  I just realise that if I'm - if I'm not careful, then I 
could fall.” (Ronald) 
“I'm very wary, I think is probably a better word than fearful” (Kathleen) 
This clarification was important to these participants as they did not want to be labelled as 
having a fear of falling, and thus bare the stigma they associated with this, specifically the 
inability to perform activities they chose to do and being dependent. 
“Yes, but I don’t let it get me to the stage where I’m too petrified to get up 
and try something” (Ann) 
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Chapter 5: Discussion and Conclusion 
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5.1: DISCUSSION 
This study aimed to identify the values and experiences of older people participating in a 
long-term self-managed exercise and falls prevention program after having an injurious fall. 
Through the qualitative process of thematic analysis, this study identified that these 
participants valued independence, requiring changes in activity levels to maintain 
independence as they aged. More specifically, the need to exercise, accepting physical 
changes, and the impact of exercise on physical activities. These participants expressed the 
importance of exercise being achievable; beneficial towards their goals; and being able to 
incorporate exercising into their daily life in order for long term motivation and adherence. 
Men and women experienced motivation and adherence to participate in group exercising 
differently, with men perceiving benefits from a competitive environment, compared to 
women seeking a more comradery between group participants. These men and women also 
expressed motivation to recover from their injurious fall differently, in-line with traditionalist 
roles for their generation and their determination to be independent. Furthermore, focus on 
awareness of falling rather than fear, along with refuting fear of falling, and a determination 
of being independent. 
This study aimed at understanding the experience of these men and women on falling, injury, 
recovery and returning home. It was identified that these participants perception of risk of 
falling was identified as consequence of luck and extrinsic factors. Furthermore, their view 
demonstrated that treatment and recovery processes were not what they expected with a lack 
onus and loss of empowerment related to their recovery. 
Table 6 outlines the interplay of these themes with how they impact on independence, 
motivation and adherence, and perceptions of risk, ownership and empowerment. 
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Table 6: Discussion of lifestyle factors influenced by themes 
Independence 
 
Theme 1: We need to exercise as we get older 
Theme 2: Accepting and adapting changes in activity level and ability as we age 
Theme 3: Exercise enabled us to be more active 
Theme 5: Older men and women focus on different factors to motivate recovery 
Theme 6: We will do exercises that are achievable, beneficial, and routine 
Secondary Theme 3: We are not fearful, we are cautious and aware of falling 
Motivation and 
Adherence 
 
Theme 4: Older men and women experience group exercise differently 
Theme 5: Older men and women focus on different factors to motivate recovery 
Theme 6: We will do exercises that are achievable, beneficial, and routine 
 
Perceptions of risk, 
ownership and 
empowerment 
 
Secondary Theme 1: Falling was unlucky 
Secondary Theme 2: Treatment outcomes were not as expected 
 
5.1.1: Independence 
This study provided insight into the perceived necessity of exercising as people age. It was 
shown that our participants placed an importance between performing targeted exercises in 
order to either maintain independence or re-establish independence, and to live the active 
lifestyle of their choosing. Furthermore, participating in exercises resulted in a perceived 
increase in activity which was also linked with increased independence. Similarly, the role of 
increasing exercise and the importance of exercise being prescribed by a health professional 
has been emphasised as an important factor in the recovery after a hip fracture (Schiller et al., 
2015).  
Falling was recognised to be an inevitable consequence of ageing. The idea that falling was 
part of the ageing process as well as the recognition for the need of a heightened awareness of 
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falling was a prevalent view held by our participants. This coincides with findings that an 
awareness of risk of falling is more predominant with age (Hughes et al., 2008) and that 
falling was a perceived consequence of getting older by people that had fallen (Roe et al., 
2008). Our participants expressed a conflict between mind and body, they considered 
thoughts of being more physically able then their body was capable of. Aminzadeh and 
Edwards (1998), found that participants stated they were too strong or too physically able to 
require the use of an assistive walking device, however, also discussed their fear of falling. 
Similarly, our study identified this conflict between mind and body, which may be a positive 
attribute as it could lead to an awareness of limitations and recognition of risks of falling. The 
importance of this would be educating participants to be aware of these limitations, without 
self-imposing excessive limitations which may lead to a diminished functional level and 
reduced independence. Furthermore, the participants in our study perceived loss of 
independence to be temporary, as they were all determined to be independent to a level that 
they were comfortable with. However, even though they saw it as temporary, they perceived 
a long-term threat of falling again, for which they may not recover as well as they did this 
time and that it could lead to long-term loss of independence, which further encouraged this 
awareness of falling. 
Our participants accepted a loss of independence as they acknowledged it was a means to 
recover, similarly, research has described accepting help as a way to achieve goals of 
independence (Schiller et al., 2015). However, despite this acceptance, the implications of 
losing their independence was viewed negatively by the women in our study. The loss of 
independence has been described as frustrating and disappointing to older people after hip 
fracture (Langford, Edwards, Gray, Fleig, & Ashe, 2018), with findings from Slauenwhite 
and Simpson (1998) suggesting that older women can be less flexible in regards to their life 
role. Furthermore, the impact of losing independence has been linked with task avoidance 
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and embarrassment (Yardley & Smith, 2002). Our study supports and further extends these 
findings by reporting that these women experienced a diminished self-worth and they 
experienced a loss of self and personal identity, due to the negative impact of losing their 
independence. The values and beliefs in which the women’s personal identity is based was 
dependent on their role as a caregiver, which during their recovery they viewed as being 
taken from them and they were put in the position of receiving care, for which was 
uncustomary and frustrating, as well as resulting in the avoidance of other hobbies. 
Our participants were able to establish their own routine in which to incorporate the exercises 
and viewed this incorporation to be an important factor to adhere to the exercises long-term. 
The structure of a program that provides the opportunity to self-manage when and where the 
participants exercise, may also emphasise this control and independence. Furthermore, the 
notion that health professionals taking on the role of “enablers” rather than imposing 
expertise on participants (Robinson, Newton, Jones, & Dawson, 2014), as well as benefits of 
being in control of treatment choices (Clemson, Cusick, & Fozzard, 1999) suggest that this 
self-managed structure may be more beneficial for exercise adherence and attendance. 
Additionally, findings that life satisfaction and treatment in a familiar location is an essential 
component for improved recovery (Aberg, 2008) coincides with findings from our study, in 
that these participants viewed being able to perform the exercises in their own time, as well 
as having a perceived benefit from doing the exercises as advantageous. Overall, The 
RESTORE trial allowed for a self-management of exercise was perceived as a positive 
attribute by our participants, who also suggested that this would encourage long-term 
adherence. 
Our participants valued exercises as it improved their function, and ultimately lead to 
independence, rather than focusing on a fear of falling. This desire to be independent and not 
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to be labelled as incapable, fragile or reliant on others was also depicted by our participants 
avoidance of the word “fear”. They associated the word “fear” with being incapable of 
performing everyday tasks. Our participants reacted strongly to the use of the word fear, and 
they were adamant they were not fearful but rather felt a higher level of awareness around 
certain activities or situations, as well as being cautious not to fall again. Fear of falling has 
been linked with being a threat to freedom (Huang & Acton, 2009; Kong, Lee, Mackenzie, & 
Lee, 2002), altering self-identity (Yardley & Smith, 2002), and decreasing confidence 
(Sleney et al., 2013; Stewart & McVittie, 2011). Fear of falling has been widely researched, 
however, our study draws on the stigma of the word fear. When discussing fear, our 
participants also discussed independence, they linked being fearful with losing their 
independence, similarly to other studies that reported a link between loss of functional 
independence as a feared consequence of falling (Huang & Acton, 2009; Kong et al., 2002; 
Yardley & Smith, 2002). Our participants indicated that being fearful of falling would lead to 
dependency, being ashamed of falling along with the sigma that comes with being a “faller” 
and tended towards stating that they were more aware of falling and denying being fearful. 
This reaction to the term “fear” supports the developing knowledge that falls prevention 
programs need to be promoted in a way that is inclusive to all older people, and thus from our 
research, it can be suggested that using the term “fear of falling” may isolate certain older 
people by promoting the attached stigma and further denial for the need to attend falls 
prevention programs. 
5.1.2: Motivation and adherence 
Overall, recovery was generally motivated by our participants wanting to return to a 
functional level equal to that prior to their fall. This motivation has been shown in other 
studies, with motivation influenced by wanting to return to work (Claydon, Robinson, & 
Aldridge, 2015), and returning to hobbies such as gardening or sports (Langford et al., 2018). 
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However, how this motivation manifested differed for men and women in our study, which, 
to my knowledge, has not been previously reported in this setting. In our study, the women 
were motivated to recover in order to return home and return to the duties of running the 
house – whether it was to provide meals for their husband or pets, maintain a clean house or 
caring for grandchildren. To the contrary, the men in our study, all of whom were retired 
from work, were motivated by the need to return to the tasks or hobbies that they were 
participating in prior to their fall and fracture. This generally entailed a return to maintaining 
the garden and lawns or hobbies such as swimming and bike riding. Our findings reflect the 
stereotypes in which men and women of their “traditionalist” generation conformed to, with 
women having the role of home-makers and carers, and men being in the workforce and 
undertaking activities outside of the home (Aberg, Sidenvall, Hepworth, O'Reilly, & Lithell, 
2005; Davidson, 2001). Furthermore, our study contributes to the findings by Lee (2005) who 
reported that women were less engaged in physical activities and more active in household 
tasks when compared to men, in regards to leisure activities and walking. The implications of 
these differences between older men and women could help treatment planning and goal 
setting during recovery. Our findings highlight that these traditional roles were integral to this 
group of people and whether or not this can be reflected on a wider population would need to 
be further researched. Furthermore, gender roles did not emerge as a main theme from our 
research, suggesting that a more thorough investigation is needed. 
For a self-managed exercise program to be successful and to be maintained long term, our 
study suggests that participants need to experience three elements: the benefits of the 
exercises on their function, the exercises need to be able to be incorporated into their 
lifestyle, and that the exercises need to be achievable and not cause adverse effects. This 
extends current knowledge that exercises need to address limitation specific to the individual 
(Yardley et al., 2007), has to be enjoyable (Sandlund et al., 2018), and that motivation is 
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linked with perceived improvements to function (Hawley-Hague, Roden, & Abbott, 2017). 
Our participants experienced greater adherence when the exercises resulted in what they 
perceived to be an improvement in their daily tasks or functional activities. In agreement with 
findings from Sims-Gould, Stott-Eveneshen, Fleig, McAllister, and Ashe (2017), our 
participants needed to perceived a level of self-efficacy of the exercises, otherwise 
participation ceased. Therefore, our study suggests that an exercise program needs to 
encompass positive beliefs of self-efficacy toward exercise, motivation from perceived 
physical functional improvements, and the ability to incorporate exercises into a daily 
routine, which coincides with research that suggest for successful long-term adherence to an 
exercise program, affect, frequency and social support are required (McAuley, Jerome, 
Elavsky, Marquez, & Ramsey, 2003). Additionally, the impact of the RESTORE trial was 
perceived by our participants to be influential in achieving a routine. This could be due to the 
12-month duration of the intervention as well as the intensity of the intervention, where the 
participants were encouraged to perform exercises three times per week. This coincides with 
findings that suggest that longer, more intensive exercise programs are more beneficial in 
falls recovery and prevention (Sherrington, Tiedemann, Fairhall, Close, & Lord, 2011; 
Sherrington et al., 2008). 
As an adjunct, exercising in a group setting has been found to be advantageous as it provides 
social support and can encourage adherence (Hawley-Hague et al., 2017). Our study adds to 
these findings by showing that men and women experience this differently. The women 
viewed group exercise as advantageous through the formation of relationships and by the 
support of peers. Whereas the men found advantages in group exercise through a socially 
competitive environment with the other participants. The views of these men, could be 
complementary to other findings that men are less engaged in conversation on falling (Vaapio 
et al., 2007) and used humour to deflect these discussions (Liddle et al., 2018). Furthermore, 
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our study showed that if women were in a competitive environment, then compliance was 
diminished, and led to withdrawal from the exercise program. 
5.1.3: Perceptions of risk, ownership and empowerment 
In our study, falling was viewed as a circumstance of luck, of which older people perceive as 
having no control over and were unable to avoid, and hence relinquished ownership for the 
responsibility of falling. In opposition to this, Hinman (1998) found that the majority of 
participants thought their fall could have been prevented, with under half suggesting that 
external changes could have prevented a fall. Their results were not statistically significant, to 
which the authors attributed to a small sample size, however, they concluded that falls 
prevention programs would be more successful if intrinsic elements were the focus.  
Conversely, our study supports the perception of risk and lack of ownership, specifically, that 
older people who refute blame or consider falling as unlucky or inevitable, were less likely to 
seek treatment and implement prevention strategies (Ballinger & Payne, 2000, 2002; Kong et 
al., 2002; Yardley, Donovan-Hall, Francis, & Todd, 2006). Our participants considered their 
fall to be a circumstance of luck, and thus unavoidable. This could be considered as a reduced 
perception of risk of falling, as well as not accepting ownership over their fall, and 
consequently the denial for the need of treatment or falls prevention programs. This supports 
the need to consider the way in which a falls prevention program is promoted (Ballinger & 
Payne, 2002; Stevens, Noonan, & Rubenstein, 2009). Overall, this dislocation between risk 
perception and need to exercise requires continued research due to conflicting findings and 
the importance of determining the best practice method of dissemination and involvement.  
Alternatively, the differences in findings could be linked with the frailty level of participants. 
In our study, we did not determine a frailty score, with all participants being active to a 
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function level of their choosing. Our participants viewed falling as being unlucky, however, 
in a study by Gustavsson, Jernbro, and Nilson (2018), they interviewed frail people living in 
residential care. They reported that the perception of risk for these frailer older people was 
inevitable and part of the ageing process compared with our findings of being unlucky. 
Despite the differences in terminology, the perception of risk was similar to that of our 
participants, both signifying a sense that falling is unavoidable to some degree. 
Our participants assumed the treatment they received from the medical professionals would 
‘fix’ the fracture they sustained from falling without the need for their input. This unrealistic 
view that surgery would heal them to a level of function they were prior to falling could 
impact attitudes towards exercise, however this was not an outcome of our interviews. In 
studies post hip fracture, it was found that participants were confronted with loss of function 
post-operatively resulting in frustration, increase dependency, and vulnerability (Bruun-
Olsen, Bergland, & Heiberg, 2018; Griffiths et al., 2015). Additionally, it has been reported 
that for those people that were at a higher level of function, they were more concerned and 
determined to return to a functional level similar to that prior to their fracture (Griffiths et al., 
2015). This could suggest that this motivation to recover may contribute to their attitudes on 
exercise, which may empower those people that have functional goals to more open to 
exercise compared with those less functional able prior to their fracture being less 
empowered by exercise to improve their outcome, especially if they concede that surgery 
could not ‘fix’ the issue. 
Furthermore, these participants accepted the treatment set out by the medical professional 
without completely understanding the outcome. This lack of ownership on recovery may lead 
to a minimised engagement into one’s health management, which may also lead to a poor 
outcome. It has been reported that for those that do engage in personal health management, 
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improvements in outcomes, symptom management and understanding of treatments were 
seen (Coulter & Ellins, 2007; Hibbard & Greene, 2013; Sims-Gould et al., 2017; Voss et al., 
2011). Along with the lack of engagement, our participants’ presumption of care led to their 
lack of understanding of potential treatment pathways and recovery processes. This 
essentially resulted in a loss of empowerment over their treatment and recovery. Sims-Gould 
et al. (2017) suggested that a higher level of counselling and information is necessary to 
improve interventions and recovery periods, which for our participants would have been 
better prepared and informed about the recovery processes. Therefore, in order to improve the 
experiences of participants as well as having a realist expectation of the recovery process, 
information and communication needs to be adapted in order to empower and engage people 
post fracture. The consequences of being engaging in treatment choices and being 
empowered in the recovery process, may lead to a more positive and proactive treatment and 
recovery, as well as a reduction in patient unrealistic expectations towards treatments and 
recovery. 
 
5.2: STUDY LIMITATIONS 
A limitation of my study is that the participants were independent with all activities of daily 
living, mobility, and all had returned to living independently in their communities. They were 
all hopeful to improve their physical ability through exercising. This could impact their 
outlook of falling and treatment in such a way that they perceive their recovery more 
positively, compared to those that did not return to their homes, are now dependent with 
activities of daily living and/or mobility, or those that were not as physically able as they 
were prior to falling. In addition, the findings of my qualitative study are specific to this 
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group of participants and may not be generalisable to populations living dependently or in a 
facility due to the specific inclusion criteria. 
The inclusion of two interviews for each participant – the initial interview and final interview 
– showed to have no bearing on the findings presented here. There were no longitudinal data 
findings, suggesting that participation in the RESTORE trial did not influence their perceived 
need to exercise nor their belief in the importance of exercise. This may have also been 
influenced by this group of participants outlook on exercise. 
In some qualitative studies, educational level and socioeconomic status are reported. This 
data was not collected for my study and as such cannot make comment if these impact or 
influence motivation and responses described here. This would be something to include in 
future studies in this area. 
As a future direction of study, a mixed methodology study looking at the comparisons 
between the reported changes in activity levels in this study to actual quantitative measures of 
changes in activities and function could identify if perceptions of improvements were in line 
with measurable improvements in function. 
As a research physiotherapist on the RESTORE trial and the primary researcher in my study 
a level of conflict of interest must be disclosed. I have previously commented about how I 
identified and aimed to minimise this conflict, which is vital (Mecca et al., 2015; Romain, 
2015), in the section 3.4 Conflict of interest and reflexivity on pages 83-85 in this thesis, 
however, this must be noted as a limitation of this study. 
In addition to presenting the experiences of the participants, I could have supplemented these 
findings with my personal commentary as a physiotherapist and research physiotherapist. 
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However, at the time of data collection and analysis, my reflexivity of the research was 
focused on the evaluation of the participants without my professional input on their 
experience.  
An overall limitation to my study was my experience in conducting qualitative research. Even 
though I attended lectures, courses and had the guidance from my supervisors, I was still 
learning how to improve interview skills, how to ask the “right” questions, as well as how to 
analysis the data and discuss findings in a meaningful and productive manner. 
 
5.3: CONCLUSION 
Research has shown how intrusive, debilitating, costly, and negatively impacting an injurious 
fall can be on an older person. This study has added to this knowledge by identify that falling 
can impact on an individual’s independence, perception of risk, and how they own and are 
empowering in dealing with recovery. 
It is known that initial attendance, adherence, and motivation are continuing issues for falls 
prevention programs and long-term exercise program. This study highlighted various 
influencing factors addressing these issues. Specifically, these participants recognised the 
need to exercise as they aged, as well as accepting changes in their physical abilities. The 
importance placed on being active to these participants was strongly connected to their sense 
of independence, of which they highly regarded and strived to maintain. This study suggests 
that to assist in improving attendance, falls prevention programs need to address older 
people’s impetus for seeking treatment. In agreement with current literature, falls prevention 
programs would benefit from promoting messages that aim at maintaining independence. In 
addition, this study suggests that programs would further benefit by placing an emphasis on 
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promoting individualised goals and living an active lifestyle of the participant’s choosing. 
Furthermore, this study identified that older people were negatively impacted by the 
implications of fear of falling and showed a preference to positive messages over those that 
they perceived to be insinuating dependency, fragility and being incapable. Suggesting that 
programs being promoted in this way might benefit by altering this to a positive message of 
independence instead. 
Motivation was strongly linked with adherence, of which both were influenced by 
independence, beliefs of self-efficacy, perceived benefits, and being able to incorporate 
exercises into their daily routines. This study suggests that an exercise program 
encompassing achievable exercises, perceived beneficial results and the ability to be 
incorporated into daily life, that it may have greater adherence long-term. 
This study supports previous findings that falling is seen as a circumstance of luck, with 
views of inevitability. As well as the need for patient empowerment during recovery in order 
to understand and follow treatment guidelines. 
To my knowledge, this study was the first to identify differences in motivation between older 
men and women, as well as identifying how older men and women perceive group-based 
exercise. From these findings, exercise program may be able to incorporate these differences 
in order to be more successful in setting individualised goals and as a result improve 
adherence. 
In conclusion, this study was able to identify aspects of exercise in which older people 
recovering from an injurious fall deem important. It highlighted the values of independence 
and how exercise was understood to maintain activity and self-identity. Factors influencing 
motivation and adherence of exercise were linked with achievability, being beneficial and 
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adaptable into a routine, suggesting a level of self-efficacy towards the exercises needing to 
be achieved for ongoing adherence. Also, falls prevention programs and exercise prescription 
may need to consider different settings and motivations for men and women due to differing 
experiences. Finally, this study ascertained an understanding of the impact that falling had on 
risk perception and empowerment during treatment. 
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